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Researchers have examined aggregate associations between religious contexts and
suicide rates among religious denominations. Most early research examined this relationship
among white Christians; more current research has examined black Christians. Though this
research tradition was established by Emile Durkheim long ago, religious context’s relationship
with suicide rates remains understudied among U.S. Latinos. Few studies examine suicide
among this group; those that do compare U.S.-born and foreign-born Latinos (see Barranco
2016; Barranco and Harris 2019). Nevertheless, these studies overlook how the religious
context—suicide rate relationship differs between U.S. Latino men and women. This study fills
this gap by applying two competing theses to explain aggregate differences in suicide rates
among Latino men and women. Results show that religious context differently impacts Latino
men’s and women’s suicide rates, religious homogeneity is consistently associated with lower
suicide rates for all Latinos, and Latinas benefit more from religious contexts than Latino men.
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CHAPTER I
INTRODUCTION
According to the Centers for Disease Control and Prevention, self-directed violence is
analogous to any self-injurious behavior (Crosby, Ortega, and Melanson 2011). Self-directed
violence, under which non-suicidal and suicidal actions are subsumed, refers to any behavior
directed toward the self that deliberately results in injury or potential injury to oneself (Crosby,
Ortega, and Melanson 2011). Suicide, a fatal act of self-directed violence, was the tenth leading
cause of death in the United States in 2017 (Heron 2019). Given that suicide is a leading cause of
death and occurs in individuals in all age groups, it is an important public health concern (CDC
2018). Further, suicide rates have increased in almost every state between the years 1999 and
2016 and so suicide prevalence and incidence continue to remain a threat to public health (CDC
2018).
Suicide is a public health concern given that individuals belonging to all demographic
groupings commit suicide and given that the suicide rate as well as the number of suicides has
continued to increase over time; there were 41,149 recorded suicides in the U.S. in 2013,
approximately 44,000 suicides in 2015, and nearly 45,000 in 2016 according to the most recent
suicide data available (CDC 2015b; CDC 2018; Stone et al. 2017). The National Center for
Injury Prevention and Control’s 2013 data reported that approximately 9.3 million U.S. adults
had serious thoughts about ending their own lives—including plans of how carry out the act—in
the previous year (CDC 2015a). Additionally, the 2013 data showed that suicidal ideation
1

differed between age groups, with 7.4% of 18- to 25-year-olds reportedly experiencing serious
suicidal thoughts (i.e., thoughts of hurting oneself with the intent to die), 4.0% of 26- to 49-yearolds, and 2.7% of those age 50 or older (CDC 2015b). Data also show that suicide is neither
caused by nor associated with any one factor, but to several co-occurring factors. These factors
include, but are not limited to, psychological factors (e.g., mental illness, substance abuse, and a
family history of suicide), social factors (e.g., social isolation and feelings of loneliness), and
demographic factors (e.g., age, gender, and race/ethnicity), that often operate in tandem to
increase an individual’s risk for suicide (CDC 2015b). Psychological studies of suicide often
analyze individual-level factors when inquiring about the causes and correlates of suicidal
behavior. Specifically, when addressing suicide these studies tend to emphasize factors such as
previous suicide attempts, history of suicidal behavior, substance abuse, family history of
suicide, and feelings of loneliness. Psychological studies also portray the act of suicide as an
outcome of unhealthy emotional and psychological states. Following the foundational work of
sociologist Emile Durkheim, sociological studies tend to examine suicide as a contextualized
behavior associated with several aggregate-level factors, like group-level values, religious
homogeneity, economic changes, modernization, social regulation, and social integration (Stack
1982). Subsequent research confirms that suicide is associated with many of the previously
mentioned macro-level correlates—like religious homogeneity and the presence of religious
adherents in a community—as well as lower levels of social integration, social support, and
individual-level correlates like lower reported life satisfaction (Bray and Gunnell 2006).
Many disciplines, including sociology and psychology, agree that interpersonal social
connections (i.e., social ties that increase social integration and reduce feelings of loneliness)
significantly influence suicidal behavior. Factors that facilitate social connections, especially
2

factors like in-group relationships and religious adherence, are believed to exert a
protective effect against suicide; these protective effects often vary across demographic
categories (Stack 2000). In other words, some groups (e.g., men, those between the ages
of 15 and 34, American Indian and Alaska Natives, military personnel, and those living
in rural areas) are more at risk for suicide than others in the United States (CDC 2015b).
Moreover, the ways social factors influence suicide rates among specific groups of US
adults – Latinos, for example – are rarely studied, making the relationship between social
factors and suicide somewhat obscure.
While many studies address suicide and its correlates at the micro-level, this study
utilizes a macro-level approach to examine the associations between selected religious
variables—here, religious contextual measures present at the county level—and suicide
rates in attempts to better clarify the relationship between these variables. Moreover, this
study examines this phenomenon among Latinos, one of the fastest growing yet most
understudied populations in the U.S. To date, only two studies (see Barranco 2016;
Barranco and Harris 2019) have examined U.S. Latino suicide and the county-level
contexts in which they occur, neither of which considered macro-level differences
between U.S. Latino adult men’s and women’s suicide rates given that more men commit
suicide while more women attempt suicide in the United States; gender differences in
suicide rates suggest that the relationship between these rates and their shared correlates
differ between men and women. Moreover, prior studies find that religiousness (e.g.,
religious practice) generally has a stronger protective effect for women’s physical and
mental well-being (Eisen et al. 2017). The current study takes a macro-level approach to
the study of religious contexts and suicide rates (e.g., Barranco 2016; Barranco and
3

Harris 2019), while also examining gender differences in how religious contexts are associated
with suicide rate (i.e., the religious adherence/religious homogeneity-Latino suicide rate
relationship). Before the relationship between religious contexts and county suicide rates among
U.S. Latinos can be examined, further research justification must be discussed.
As discussed earlier, there are numerous risk and protective factors associated with
suicide. These influencing factors not only exist at the individual-level, but also at the
interpersonal, community, and societal-levels (Stone et al. 2018). Because correlates of suicide
are present at the macro and micro level, studies suggest that possible directions for suicide
prevention should also function at levels beyond the individual and interpersonal (Cerulli,
Winterfeld, Younger, and Krueger 2019; Standley 2020). To create effective suicide preventions,
suicide studies must extend research to examine contextual, place-based correlates to better
understand how factors associated with suicide function at all levels of analysis. The current
study examines contextual correlates associated with suicide rates among adult U.S. Latinos.
Further, it seeks to determine, whether the relationship between religious contextual factors and
suicide rates differs between adult U.S. Latino men and women in hopes of better informing
approaches to suicide prevention that concurrently target risk factors present at the individual,
relationship, community, and societal levels (Cerulli, Winterfeld, Younger, and Krueger 2019;
Standley 2020). The following sections provide information on common correlates of suicide
that are likewise examined later in this research.

4

CHAPTER II
LITERATURE REVIEW
Understanding Suicide, Religion, and Related Correlations Using the Durkheimian
Framework
Religion
Religion and Suicide: Prior Studies and Theory
Empirical research contends that religion may help protect against suicide (Cook 2014).
Affiliating with a religion not only functions as a coping mechanism for religious individuals, it
also reportedly reduces the incidence of substance abuse and depression (Cook 2014). Some
research suggests that religious affiliation also protects against suicide attempts (Lawrence,
Oquendo, and Stanley 2016). This research also found that religious service attendance protects
against suicide attempts and conceivably also protects against committing suicide (Lawrence et
al. 2016). Further, this study suggests that social support plays a role in the relationship between
religious service attendance and suicidal acts (Lawrence et al. 2016). Through the enhancement
of social support, religion (e.g., in the form of religious involvement and religious service
attendance) may provide individuals with connections and access to networks of religious
individuals that facilitate depression recovery (Cook 2014; Lawrence et al. 2016). Religious
variables—in the form of religious contexts—are also theorized to exert a protective effect at the
macro-level, according to sociology’s one “law.”
One of the first and most notable studies linking suicide to religion was published by
Emile Durkheim ([1897] 1951). His research suggests that higher rates of religious adherence are
5

correlated with lower rates of suicide. This inverse relationship was taken as “law” for some time
before researchers began to both thoroughly test and expand upon Durkheim’s original findings.
Furthermore, his research proposed that suicide tended to be lower among more socially
integrated religions (i.e., those with more intense collective beliefs and rituals), like Catholicism
([1897] 1951). Religious groups that were high in social integration were believed to experience
the strongest protective effects from their religion (Stack 1982). Nevertheless, later studies
challenged the finding that Catholics had lower rates of suicide and suggested that religious
affiliation alone could not foretell suicide risk nor completely explain varying suicide rates
(Stack 1982). Studies went on to address other factors that affect the relationship between suicide
and religion, such as religious norms, social support resources resulting from religious
involvement, and religious social networks (Pescosolido and Georgianna 1989).
Durkheim’s original theory of suicide and religion was reformulated to consider the role
social networks (i.e., individuals and the relationships that connect them) play in social
integration, suicide, and religion. Results from a groundbreaking study by Pescosolido and
Georgianna (1989) showed that religion works through social networks to decrease suicide rates
among certain groups. Social networks not only integrate individuals by providing them with
social and emotional support, but also regulate behavior via behavioral monitoring and access to
advice from group members. For example, Catholicism’s strong protective effect is a function of
the strongly networked community it provides to ethnic and immigrant groups, like Latinos. The
nature of social ties or relationships among certain religious social groups better explains the
magnitude and presence of the inverse relationship between religions like Catholicism and
suicide rates (Pescosolido 1990). Moreover, research also indicates that religious adherence
tends to promote integration into religious contexts and communities over non-religious contexts
6

and communities, and group differences are responsible for differences in perceived importance
of integration into these religious contexts (Duberstein et al. 2004; Sisask et al. 2010; Stack and
Wasserman 1995; Stack 1996; Stack 2000).
As noted above, religion tends to help integrate individuals into groups composed of likeminded others, like congregations. Research also shows that religion helps integrate individuals
into communities. In some instances, a certain religion may be so ubiquitous within a community
that it becomes one of that community’s most defining macro-level characteristics. Religion
operating beyond the individual-level (e.g., the religion of a community, neighborhood, or
county) can be referred to as a religious community or religious context (Duberstein et al. 2004;
Stack and Wasserman 1995; Stack 1996; Stack 2000; Ulmer and Harris 2013). Religion
increases community integration because it provides an opportunity for like-minded individuals
to interact. Therefore, religious communities (i.e., communities where a portion of residents
adhere to a very integrated religion) encourage conformity via engagement in positive social
interaction with others of the same religious background by providing opportunities for
participation in religious activities with fellow adherents (Stark 1996). These positive social
interactions and shared activities are found to reduce the risk of suicide and other causes of
mortality (Duberstein et al. 2004). Engagement in integrative activities, such as religious
activities with religious others, has been found to be especially protective against suicidal
behavior for women (Eisen et al. 2017) and the disproportionate outcomes of religious adherence
and integration into religious contexts are found to differ across other socio-demographic groups
(Sisask et al. 2010). Durkheim more thoroughly describes these associations in his theoretical
framework.
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A Durkheimian Framework: Durkheim’s Theory of Suicide
Durkheim viewed society as an independent organism that existed outside of the
individual. He theorized that society was more than the sum of its parts (i.e., society functions
separately and externally to its citizens). Therefore, social phenomena are deemed social facts;
social facts, or circumstances and social conditions that are extrinsic to each individual social
actor, are nevertheless able to exert some coercive force over individual behavior (Durkheim
[1915] 1995). Moreover, social facts are naturally occurring and present to some degree in all
societies (Berk 2006). Because society and social facts exist outside of the individual, individual
social behaviors should not be used, alone, to understand patterns of behavior among social
groups and societies. However, an adequate study of social patterns can be achieved by
analyzing aggregated social behavior and social structure (Durkheim ([1897] 1951). Using this
explanation of society and social phenomena, Durkheim sought to explore suicide more
thoroughly. Suicide rate is a social fact as it is naturally occurring in all societies, all societies
have a shared disposition toward suicide, and suicide rate is studied as an overall rate separately
from each individual act of suicide that comprises that rate (Berk 2006). To isolate which aspects
of societies lead to larger suicide rates in some societies and among some social groups, future
research (I am not proposing to do this here) must not only ascertain which properties of
societies are associated with suicide, but also determine how and why these properties influence
rates of suicide (Berk 2006).
Durkheim’s theory of suicide emphasized two specific societal dimensions associated
with suicide rates: social integration and degree of social regulation (Lester 1988; Clegg, Pina e
Cunha, and Rego 2016). According to Durkheim, suicide rates are highest in societies, social
groups, and historical time periods with decreased social regulation and social integration
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(Durkheim ([1897] 1951). Some research argues that Durkheim failed to thoroughly and
explicitly conceptualize and operationalize integration and regulation (Stack 1983; Berk 2006;
Abrutyn and Mueller 2016). Nevertheless, studies continue to utilize these concepts; researchers
define social integration as social bonds, social relationships, and social ties that incorporate a
person into society (Clegg, Pina e Cunha, and Rego 2016). Studies define social regulation in
reference to norms, beliefs, and social forces that restrain people’s sometimes deviant desires and
behaviors (Clegg, Pina e Cunha, and Rego 2016). Durkheim argued that societies marked by the
presence of ethnocultural and religious homogeneity, lower levels of individuation, and fewer
social differences (i.e., traditional societies), should have low suicide rates; conversely, societies
marked by increased social and economic individuation, ethnocultural and religious
heterogeneity, and higher amounts of plurality in general (i.e., modern societies) are expected to
have higher suicide rates (Ellison, Burr, and McCall 1997). Even so, it is important to remember
that suicide is “normal” to some degree, but does not become pathological or abnormal until
socially coercive elements (i.e., regulation and integration) reach an imbalanced state (Durkheim
[1897] 1951). From these arguments, Durkheim constructed his primary claims about suicide. He
begins by describing several types of suicide, each classified by the social conditions that
produce them (Durkheim [1897] 1951).
Durkheim describes and defines four types of suicide: egoistic, altruistic, fatalistic, and
anomic. These suicide types are defined in reference to their association with social integration
or social regulation. Egoistic suicide refers to a lack of social integration, social relationships,
and social connection to one’s respective society. Standing on the opposite side of the social
integration spectrum, altruistic suicide refers to the over-integration, wherein suicide is
motivated by martyrdom or the need to sacrifice oneself to benefit and perpetuate the group’s
9

social order. Fatalistic suicide is associated with social regulation in that fatalistic suicide refers
to suicide stemming from over-regulation tending toward complete suppression of the self in
favor of the expectations of one’s group or society. Lastly, anomic suicide refers to suicide
resulting from a lack of social regulation, which results in feelings of hopelessness,
meaninglessness, and separation from the norms of one’s group or society (Durkheim [1897]
1951; Clegg, Pina e Cunha, and Rego 2016). Furthermore, Durkheim addressed religion’s
association with suicide rates and mainly emphasized anomic and egoistic suicide types when
addressing religion’s role in aggregate patterns of suicide (Johnson 1965; Trout 1980; Cutright
and Fernquist 2001; Neumayer 2003; Graeff and Mehlkop 2007). Therefore, this study focuses
on suicides occurring in county-level religious contexts with differing levels of social integration
and social regulation.
Unlike many researchers, Durkheim did not define and study religion in an abstract
philosophical sense. Instead, he described religion as inherently social and described social life
as intrinsically religious (Durkheim [1915] 1995). Durkheim posited that religion should be
defined as a cohesive, interlocking system of ideas, symbols, rituals, and beliefs about the sacred
(i.e., those rites, beliefs, symbols, and places that have been set-apart from everyday versions of
these things and labeled “holy”) deemed, created, and maintained by individuals. This unified
system of ideas can be understood as a social fact and is likewise described as a “thing” that
exists externally and independent of individuals, but nevertheless exercises a great deal of power
and influence over individual behaviors (Durkheim [1915] 1995). A great example of
Durkheim’s conception of religion is exemplified in the colloquial saying “I want to be a part of
something greater/bigger than me.” Colloquially, it seems common for religion to be described
as some external “great force” felt by those who engage in religious rites and rituals. Moreover,
10

Durkheim describes religion as functional in that because it is used by societies to (1) regularly
reaffirm and endorse shared (collective) values, beliefs, and norms through shared experiences
and to (2) bind individuals sharing similar values, beliefs, and norms together to form a fairly
cohesive group of like-minded individuals (i.e., a moral community) (Durkheim [1897] 1951).
Engaging in organized religion, a form of collective life, allows individual wants, needs,
thoughts, and behaviors to be subordinated to and controlled by one’s society; that is, religion
functions as a form of social control. Given Durkheim’s conception, the study of religion may be
viewed as the study of how very mundane human experiences (e.g., going to church) influence
social processes and social life not only for suicide but for other processes ranging from things
like voting behaviors to overall health outcomes (Durkheim [1897] 1951).
Religion, in the Durkheimian sense, is portrayed as an influencing force that molds and
shapes human behavior by requiring those who adhere to a certain religion to completely
immerse and relegate themselves to the collective conscience (i.e., to their religion’s shared
beliefs and practices). Interestingly, studies of individual behavior have found religion to be
associated with many human behaviors (Pargament et al. 1990; Baier and Wright 2001;
Regnerus 2003; Waite and Lehrer 2003; Saroglou et al. 2005; Uecker, Regnerus, and Vaaler
2007). For example, Pargament and colleagues (1990) suggested that religion serves as an
effective coping technique when dealing with negative events. Religious beliefs also deter
criminal behavior (Baier and Wright 2001). Additional studies have found that religion is
associated with more positive outcomes like more family satisfaction, more voluntarism, better
educational outcomes, and better emotional health (Regnerus 2003; Waite and Lehrer 2003).
Furthermore, under certain conditions, studies have shown that religion is associated with
engagement in more prosocial behaviors among religious individuals (Saroglou et al. 2005).
11

Research has also found that declines in religious importance, involvement, and affiliation in
early adulthood are negatively associated with behaviors like drug and alcohol use, premarital
sex, and cohabitation (Uecker, Regnerus, and Vaaler 2007). Most importantly, Durkheim
suggests that religion is associated with social integration (Durkheim [1897] 1951).
Durkheim’s work does not explicitly conceptualize integration, but it has been widely
used to refer to feelings of cohesiveness, social relationships/social ties, social interaction, social
organization, and shared beliefs (Berk 2006). Social integration has been shown to have a
positive relationship with religion at the macro-level in that more religious areas and groups tend
to also have a higher degree of social integration (Durkheim [1897] 1951). Religion’s integrative
force is believed to function through a religion’s ability to regularly provide opportunities to both
interact and intermingle with similar individuals who share one’s value system (Waite and
Lehrer 2003). Religion’s association with integration is also believed to stem from its ability to
offer members needed assistance and a sense of community through which fellow religious
adherents provide each other social support (Waite and Lehrer 2003). Durkheim, too, claimed
that religion’s relationship with social integration lay in its ability to stimulate and maintain
collective life (Durkheim [1897] 1951). Pivotal research suggests that religion helps societies
formulate and nourish extensive social relationships which have been shown to determine a
community’s level of social integration in some respects (Pescosolido and Georgianna 1989).
Furthermore, Durkheim asserted that religious societies obtain community integration by
harnessing religion’s ability to establish and perpetuate a set of common, and somewhat
obligatory, traditional practices and beliefs shared by all community members (Durkheim [1897]
1951).
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Durkheim’s notion of community proposes that a religious community’s integration rests
on the existence of shared morals and norms. His writings suggest that communities, mainly
religious communities, have a preservative effect if they are moral in nature and inspire
collective behavior among community members (Durkheim [1897] 1951). Subsequent studies
agree with Durkheim’s core arguments about community integration but have suffered from a
lack of consistent conceptualization give that many of these studies did not formally define
“integration” (Mcleod et al. 1996). Even so, community integration is comparable to social
integration in that it refers to social bonds within a community, relationships within a
community, and community social ties that assimilate a person into a specific community.
Additionally, religious communities have been found to be heavily integrated and their high
levels of community integration are associated with access to more types of social support,
positive perceptions of social relationship quality, larger social networks, and more contact with
fellow community members in those large social networks (Ellison and George 1994). Overall,
integrated communities provide many benefits for community members, but religious
communities—a type of integrated community—provide a great deal more resources and
benefits (i.e., reduced suicide rates) than do non-religious communities (Ellison and George
1994). How are religious contexts/religious communities associated with lower suicide rates at
the county-level?
Community Support Thesis
Two major theories have been used to explain the relationship between suicide and
religion at the macro-level: the community support thesis and the community norms thesis. The
first thesis, the community support thesis, states that the presence of a religious context
composed of like-minded individuals alone does not result in decreased suicide rates. Suicide
13

rate is a function of the social integration that results from having a higher community
concentration of individuals of the same religion (i.e., the presence of a religiously homogeneous
community reflecting one’s own denomination). A larger concentration of one religion allows
the prevailing denomination to establish and maintain a stronger infrastructural foothold that
allows said denomination to form a resilient community and to sustain places of worship that
supply integrative protection from suicide (Barranco and Harris 2019). Further, existing in these
religiously homogenous spaces allows for increased opportunity to interact and form bonds with
fellow religious adherents who provide religious individuals with both social and emotional
support and social resources (Pescosolido and Georgianna 1989; Pescosolido 1990; Ellison et al.
1997). Previous studies maintain that people are most likely to bond and interact with similar
others (Feld 1982; Marsden 1988; Ellison et al. 1997). Bonding and interacting with similar
others (i.e., those who share similar interests, [religious] beliefs, activities, and attitudes) and
engaging in the resulting networks allows individuals access to a group resource: a supply of
collective energy. Such collective energy provides co-religionists with moral support from which
they can pull when faced with everyday hassles, stress, and trauma (Durkheim [1897] 1951).
Partaking in this supply of collective energy means one must, as Durkheim suggests, submit to
the collective coercive force that is religious life. Therefore, religious involvement and the
associated networks that result from this involvement provide religious adherents with support
emanating from a cooperative community wherein they are deeply integrated (Pescosolido and
Georgianna 1989; Stack and Wasserman 1992). For this reason, the community support thesis
emphasizes the influence of religious homogeneity (i.e., having a community of like-minded
individuals) on suicide rates. Essentially, having a deeply rooted, deeply integrated religious
community or prevailing religious system within a community leads to a reduced suicide rate
14

among fellow religious community members (i.e., reduced rates of suicide among a homogenous
group of religious adherents). Here, reduced suicide rates occur among certain groups because of
the common characteristics, like religion, group members share, and these reduced rates are
believed to be a product of these groups having strong social support among their religious
community members based on their shared religion. The integrative effect of social support as
represented by religious homogeneity is clearly important. By contrast, the community norms
thesis suggests that religious contexts influence suicide by exerting a regulative effect stemming
from the prevailing religious norms in a community; this regulative effect is a product of the
normative behaviors promoted by a religion’s presence (i.e., the presence of religious adherents).
Moreover, these religious norms are believed to impact suicidal behavior among both religious
community members and nonreligious individuals within a community.
Community Norms Thesis
Earlier macro-level studies, including Durkheim’s pivotal writing on suicide, suggest that
religion’s effect on suicide may be denomination-specific, meaning religion’s influence on
suicide rates may differ between differing religious denominations (Durkheim [1897] 1951;
Pescosolido and Georgianna 1989). Durkheim often argued that there were lower suicide rates
among groups of Judaic and Catholic adherents and recent research finds that conservative
denominations (e.g., conservative Protestants) have lower levels of suicide than non-conservative
denominations (Durkheim [1897] 1951; Pescosolido and Georgianna 1989). Overall, more recent
studies found that dogmatic differences alone cannot directly explain suicide rate differences
between religious groups (Pescosolido and Georgianna 1989; van Tubergen et al. 2005). What
can explain these differences in suicide rates? According to the community norms thesis,
religion’s association with suicide rates stems from religious norms about appropriate and
15

inappropriate behavior. Research states that religion is associated with lower suicide rates
because most religions, overall, forbid suicide (van Tubergen et al. 2005). Suicide and
endorsement of suicide is explicitly prohibited by most religious congregations and churches, but
this thesis suggests that religion’s coercive force extends beyond its influence on religious
adherents; in essence, the community norms thesis explains that religion’s association with low
suicide rates result from religion’s ability to regulate behavior via its edict that prohibits suicide
(van Tubergen et al. 2005). This thesis suggests that having religious individuals present in one’s
community exercises a regulative effect on both religious and nonreligious members of a
community. Given that these two theses are deeply rooted in Durkheim’s concepts of social
integration and social regulation, these theses, and their associated measures (i.e., religious
homogeneity and religious adherents) stand as proxy measures for social integration and social
regulation.
Overall, these theses explain that religious context may result in lower suicide rates
within a group at the community-level. The community support thesis explains that religious
context results in lower suicide rates because homogenous religious contexts/communities
provide strong community support for religious adherents/religious members, which integrates
individuals into said community and reduces suicide occurrences at the macro-level. The
community norms thesis, on the other hand, explains that this association is a result of the
presence of religious individuals (i.e., religious adherents) in a community. Their presence is
results in lower levels of suicide for all community members because it sends a general message
to everyone that suicide is prohibited, which serves to regulate behavior at the macro-level. Past
studies have also utilized these theses to describe the relationship between religion and suicide
among understudied racial groups (Barranco 2016), but no studies have utilized both theses to
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explain gender differences in suicide and few have considered the role of other correlates in the
adult Latino context (Barranco 2016; Barranco and Harris 2019). This study utilizes religious
homogeneity and religious adherents as proxies for social integration and social regulation,
respectively. The following section discusses race and ethnicity’s association with suicide and
religion. Further, I argue that the previously established relationships between religious context
and suicide may differ among U.S. Latino men and women while also discussing other correlates
of religion and suicide.
Race and Ethnicity
Suicide
Prior research has found significant racial/ethnic differences in suicide rates. Suicide,
especially in the United States, is portrayed as a “white” problem in that suicide rates among
whites are higher than most other racial/ethnic groups (De Leo 2002). For instance, data show
that approximately 2.9% of blacks, 3.3% of Asians, and 3.6% of Hispanics reportedly
experienced suicidal thoughts in the previous 12 months compared to 4.1% of whites (CDC
2015b). Similar group differences are found in several other suicide studies. For example, a 2002
study found that around two-thirds of all recorded suicides are committed by whites (De Leo
2002). However, few are aware that suicide rates are also disproportionately higher for other
indigenous racial/ethnic groups, like Alaskan Natives and Native Americans (De Leo 2002; CDC
2015a).
Though suicide rates for native populations tend to be higher, most suicide studies focus
on comparing samples of black and white Americans, and researchers tend to mainly analyze
factors believed to influence suicide rate differences between those two groups. Most notably,
studies have focused on contextual factors, such as economic disadvantage, and individual-level
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factors, like gender and age, but have produced mixed results (Gibbs 1997). For instance, being
male increased the likelihood of committing suicide in most racial samples while religiosity, old
age, living in a Southern region, and social support functioned as protective factors against
suicide for blacks (Gibbs 1997). However, many of these same factors (i.e., religion and social
support) also function similarly for other racial/ethnic groups (i.e., American Latinos; Stack
2000). For example, studies examining protective factors against suicide among Latinos
compared to non-Latinos found that Latinos report having more moral objections to suicide,
more survival and positive coping beliefs, and more responsibility to their families (Oquendo et
al. 2005). These factors are shown to protect, or shield, Latinos from suicidal behaviors more so
than non-Latino groups even though Latinos were still found to have no significant differences in
the number of suicide attempts and suicide intent (Oquendo et al. 2005).
Recent studies have found a link between religion and Latino suicide rates at the macrolevel (Barranco 2016). Catholicism is the most prominent religion among Latinos, but studies
have suggested that U.S.-born Latinos may benefit from the presence of all types of religions in
their communities (van Tubergen, te Grotenhuis, and Ultee 2005; Barranco 2016). The protective
effect that religion (i.e., Catholic and Protestant denominations) has on U.S.-born Latinos was
found to support the community norms thesis, which suggests that religion’s effect on suicide
stems from religion’s ability to regulate behavior through its ability to disseminate certain ideas,
attitudes, and beliefs about suicide within a community (van Tubergen et al. 2005; Barranco
2016). More specifically, results from previous studies agree with this hypothesis and have
successfully demonstrated that religion’s overall protective effect is likely the result of a
community’s ability to send the message that suicide is generally bad and deemed unacceptable
(i.e., deviant) among all religious denominations; the presence of adherents of any of these
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denominations would regulate behavior to reflect the religious context’s/religious community’s
norms (van Tubergen et al. 2005; Barranco 2016). These findings somewhat undermine other
research that found a religious context’s association with decreased suicide rates originated from
a religious denomination’s ability to integrate individuals within a community by providing
social support from a homogenous group (i.e., the community support thesis; Pescosolido and
Georgianna 1989; Stack and Wasserman 1992).
The community norms thesis asserts that the presence of religious adherents reduces
suicide rates among all community members and not just those that adhere to certain religious
denominations (van Tubergen et al. 2005). When analyzing foreign-born Latinos, Barranco
(2016) found that religious contextual variables greatly influence suicide rates among this group.
However, most foreign-born Latinos identify as Catholic and it is the presence of Catholic
adherents in their community, as opposed to religious adherents in general, that lead to lower
suicide rates in this group which suggests that the religion-suicide correlation differs by country
of birth/origin among Latinos. However, given that most Latinos living in the United States are
native-born (especially in 2010), I would expect to find that the presence of a religious context
with adherents from any religious denomination (i.e., Community Norms Thesis) would result in
lower U.S. Latino suicide rates more generally, but this relationship would look different when
disaggregated by gender (Pew 2012).
To date, two studies (e.g., Barranco 2016; Barranco and Harris 2019) have examined
how religious context influences U.S. Latino suicide rates. While these studies took the
important first steps toward understanding Latino suicide at the macro-level, they did not
examine how the religion-suicide relationship differed between U.S. Latino men and women.
Previously discussed research demonstrates that there are race/ethnicity differences in rates of
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suicide and suicidal behavior especially when comparing minority groups—like African
Americans and Latinos. Research has also found that race/ethnicity is associated with differences
in religious variables.
Religion
Race/ethnicity is associated with religious variables such as religious affiliation or
adherence, religious service attendance, participation in religious organizations, consuming
religious media, prayer and religious devotion, and religious coping strategies, to name a few
(Brown, Taylor, and Chatters 2015). Early sociological religion research tended to focus on
religious adherents belonging to one of three groups: Catholicism, Protestantism, and Judaism
(Durkheim [1897] 1951). Of these, Protestantism has the most adherents in the United States,
followed by Catholicism and then Judaism with most black and white Americans identifying as
Protestant and most Latino Americans identifying as Catholic (Pew 2019). Catholicism, for
Latinos, is believed to play an important role in predicting Latino behavior (Pew 2007). Religion
is often believed to result in more prosocial behavior for those high in religiosity, but religious
Latinos reportedly differ from other religious individuals in that they believe more intensely and
are more adamant about practicing their religious beliefs (Pew 2007). Additionally, churches
provide Latinos with a great deal of resources such as social support, social connections, social
integration, and resilience against risk factors associated with suicide (Burnette 1999; Ebaugh
and Chafetz 2000; Fernandez 2007).
Examination of race/ethnicity’s association with religion found that more African
Americans and Latino Americans tended to report having a religious affiliation or adhering to a
religion than not (Pew 2019). Furthermore, both groups tend to report more involvement in
religious activities, more involvement in religious organizations, more religious commitment
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(Chatters, Taylor, Bullard, and Jackson 2008), and both groups tend to have a higher frequency
of religious attendance when compared to white Americans (Tabak and Mickelson 2009). Latino
Americans, though scoring lower on measures of religiosity than African Americans, are more
religious and have larger percentages of religiously affiliated individuals than white Americans
(Tabak and Mickelson 2009). Even so, studies suggest that religious contexts may function to
protect Latinos from suicide in ways that differ from other ethnic groups in the U.S. (Barranco
2016).
Although most previous research examining religion amongst Latinos has focused
specifically on Catholicism, recent research suggests that the religious identity of Latinos seems
to be shifting. According to recent Pew research, while U.S. Latinos remain overwhelmingly
Catholic, many have converted to protestant religions (i.e., Evangelical Protestantism; Pew
2014). For example, between the years 2010 and 2013, the percentage of Latinos living in the
U.S. that identified as Catholic decreased by 12% (from 67% to 55%). Additionally, the
percentage of Latinos living in the U.S. that converted to Evangelical Protestantism increased by
4% (from 12% to 16%) (Pew 2014). These changes are also evident when comparing foreign and
U.S. born Latinos. Research demonstrates that more foreign-born U.S. Latinos (-15%) have left
Catholicism and have converted to Evangelical Protestantism (+6%) (Pew 2014). Among U.S.
born Latinos, a smaller change in religious identity is observed with a smaller percentage leaving
Catholicism (-8%) and joining Evangelical Protestantism (+1%) between the years 2010 and
2013 (Pew 2014). For this reason, it is important to include U.S. Latinos belonging to other
religious denominations, like Evangelical and Mainline Protestants, in studies of suicide and
religion among Latinos. As more Latinos join these denominations, it is likely that U.S. Latino
suicide rates may be influenced by the presence of Protestants in their communities. Further, this
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research examines seeks to determine whether the presence of certain denominational adherents
differently impact suicide when disaggregating by gender.
Gender
Suicide
Notable gender disparities exist among those who commit suicide. For example, suicide
is more common among men. In fact, men commit suicide at approximately four times the rate of
women and represent 77.9% of suicides according to the CDC (CDC 2015b). Although females
are more likely to have suicidal ideations (i.e., suicidal thoughts) and suicidal attempts, their
suicide attempts are less likely to result in suicide. Many studies argue that male completion of
suicide outnumbers female completion because of gender differences in methods of suicide, such
that men are more likely to use more lethal methods like firearms while women more commonly
use poison (CDC 2015b). Aptly named the “Gender Paradox,” the stark difference between
attempted and completed suicides between men and women is believed to stem from gendered
expectations and gendered norms associated with suicide (Canetto and Sakinofsky 1998).
One study suggests that westernized countries consider the act of successfully killing
oneself as a relatively powerful, masculine behavior while attempting but failing at suicide is
viewed as feminine (Canetto and Sakinofsky 1998). For example, attempting suicide is often
portrayed as a common reaction to relationship dissolution for women, while more permanently
self-destructive behaviors (e.g., alcoholism, drug abuse, and completed suicide) are perceived to
be normatively masculine behaviors because women are believed to engage in internalizing
behaviors when presented with some stressors (Canetto and Sakinofsky 1998). Essentially,
research shows that men and women engage in those self-destructive behaviors that best fit
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traditional gender expectations. Even so, it is important to note that gender roles and expectations
may differ between ethnic groups (Canetto and Sakinofsky 1998).
Other studies also provide empirical support for claims that gender expectations affect
suicidal behaviors. Denning and colleagues (2000) found that men and women displayed similar
levels of “deadly intent and [women] are not simply dying by ‘accident’…,” demonstrating that
both male and female suicide perpetrators expect similar outcomes (i.e., they expect to die) from
their suicide attempts (Denning et al. 2000:287). Instead of differences associated with intent,
Denning and colleagues (2000) surmise that women, who often do not have access to guns,
choose less fatal methods of suicide because gender socialization pushes them to seek a (1)
neater death to be considerate of others including those who would discover their bodies and to
(2) maintain their beauty even in death. Additionally, gender expectations are particularly
traditional among Latinos and Latinas (Raffaelli and Ontai 2004). Given that research has
determined that men and women even “perform” suicide in gendered ways, suicide research can
benefit from examining gender differences beyond the micro-level, case specific aspects of
suicide—like intent and method—because many of the mechanisms that drive suicidal behavior
are most apparent at the macro-level (Durkheim [1897] 1951). Even in Durkheim’s research,
men and women were found to exhibit differences in suicide rates that generally reflect the rates
of today; men generally have higher rates of suicide. While Durkheim surmised that gender
differences in suicide rates likely result from differences in the social, collective lives of men and
women he did not investigate further and did not examine Latino and Hispanic groups. From his
analysis, researchers understand that engagement in collective life—like organized religion—
play an important role in integrating men and regulating their behavior, and engagement in
collective life must differ between men and women but. Elucidating how the collective lives of
23

men and women differ and how these collective differences are associated with suicide was not
undertaken as legitimate inquiry by researchers until much later (Johnson 1979). This study
analyzes some of the macro-level, contextual aspects associated with suicide. To thoroughly
discuss and examine how the macro-level association between religion and suicide differs
between men and women, the association between gender and religion must first be discussed.
Religion
Studies examining how the relationship between suicide and religion differ between men
and women have often found that lack of religion, lack of religious belief, and lack of
participation in religious activities is associated with a higher suicide rates among men while
religious involvement and other religious variables, like prayer and religious experiences, are
associated with lower suicide rates and a decreased likelihood of suicide among women.
Generally, these findings have remained stable as women are overall more religious than men
and religion seems to exert a stronger protective effect for women than men in some contexts
(Gearing and Alonzo 2018). This stronger protective effect may be due to elements, such as
utilization of religious coping strategies and access to social support networks, that religion
supplies for women (Gearing and Alonzo 2018). Further, when both men and women are
Christian adherents, women and men found to engage in religion differently as men view
religion more as providing in-group affirmation in-group beliefs that set them apart from and
exalt them over other denominations and non-religious people with different beliefs and
practices; religion may be more integrating for Christian men living in the United States while
women in the U.S. Christian religious context view religion as more regulating (Schnabel 2018).
This relationship is consistent among U.S. Christians; even so, few have examined whether these
associations remain stable among U.S. Latino men and women.
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Studies examining the association between gender and religion have determined that
women are more religious and engage in more religious behaviors, but this is most common for
western, Christian religions (Schnabel 2015; Schnabel 2018). Additionally, studies have found
that men tend to be more religiously dogmatic, which is associated with elevating one’s own
social group, identity, and religion above others or out-groups when doing religion, while women
are found to be the opposite since they do religion in a way that emphasizes tolerance,
inclusivity, and non-sectarianism (Schnabel 2018). Further, studies have found that men—
including behaviorally bisexual Latino men—tend to utilize religion to confirm their possession
of traditional masculinity even if they engage in what is viewed as non-masculine behaviors
(Schnabel 2017; Severson, Muñoz-Laboy, and Kaufman 2014). Additionally, religion in the U.S.
Christian context—Catholic here—is believed to reinforce traditional gender roles (Schnabel
2016b). Given that studies have found Catholicism to be very patriarchal in nature and that most
U.S. Latinos are Catholic, I infer that U.S. Latino men are likely very dogmatic in the ways they
do religion while U.S. Latino women are likely less dogmatic and more tolerant, compassionate,
and inclusive, it is likely that U.S. Latino men would benefit from religious contexts primarily
made up of other Catholic adherents and U.S. Latino women would likely benefit from the
presence of religious adherents of any denomination (Carneiro 2013; Schnabel 2017; Severson,
Muñoz-Laboy, and Kaufman 2014). Would these benefits extend to suicide rates among this
ethnic group?
According to Durkheim, lower female suicide rates are a product of their less involved
collective existence. He primarily argued that women are less socially integrated than men and
are therefore less likely to bend to society’s influence. Women experience society’s controlling
force less strongly than men and therefore are less likely to fall prey to factors, like low social
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support, low social regulation, and low social connectedness, than men do. Moreover, Durkheim
argued that women’s lack of involvement in a collective existence meant they should also be (1)
better able to endure social isolation more easily than men, (2) better endure widowhood, and (3)
are less likely to have a passionate desire for marriage (Durkheim [1897] 1951). Durkheim
assumes that women are less socially complex, while men are very socially complex and can
only maintain a stable social life by forming and maintaining social relationships and
connections outside of the private sphere of the home (Durkheim [1897] 1951). While Durkheim
also argues that religion acts as a protective agent for both men and women, he suggests that
women only need a few social relationships and social connections to protect them from suicide.
Therefore, remaining strongly attached to religion and religious tradition, with very few other
social relationships and connections, supposedly satisfies all female need for social connection
and integration (Durkheim [1897] 1951). In the eyes of Durkheim, female suicide rates tend to
be lower not because women are intrinsically different from men but because their roles in
society are socially limited to the home or private sphere and society’s influence, whether good
or bad, is attenuated among women. Nevertheless, Durkheim provides no evidence to support his
assertion that gender differences in suicide are resultant of gender differences in collective
involvement (Danigelis and Pope 1979).
Current research does not seem to support Durkheim’s assumptions about gender and
suicide given that women’s roles, in western countries, are not as socially limited as they were
in Durkheim’s era and society’s influence has not been proven to be attenuated among women;
today’s western women tend to occupy many traditionally male workforce roles and women tend
to participate in all collective life and spheres of society in general meaning their behaviors are
influenced by society (Pew 2016a). With the understanding that women are not immune to
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suicide now that they participate in collective life just like their male counterparts, current
examinations of the relationship between gender and suicide in religious contexts is useful in that
it allows researchers to better understand how religious communities—where much collective
life takes places—encourage involvement in collective activities and may influence behaviors
among men and women in these communities. Given that organized religion necessitates
engagement in collective religious activity among and with fellow religious adherents, recent
research examining gender differences in religious adherence tends to focus on behaviors
associated with connecting to and interacting with fellow religious adherents (i.e., participation
in religious activity, religious salience, and religious affiliation; Lawrence, Oquendo, and Stanley
2016). First, studies find that men and women differ on various measures of religious activity,
like frequency of prayer and frequency of religious service attendance wherein Christian women
tend to attend religious services and pray more than their male counterparts (Pew 2016a).
Secondly, research demonstrates that the gender gap in religious salience (how important
religion is to a person) and religious adherence is persistent and has remained present throughout
time; this enduring gender gap in religious adherence is most apparent among American
Christians (Schnabel 2015; Schnabel 2018; Stark 2002). Thirdly, research has found that
Christian women in the U.S. perform religion (i.e., “do religion”) in a more benevolent, inclusive
manner that fosters more social connections with adherents of any religion while American
Christian men perform or do religion in a strict, dogmatic manner that emphasizes and elevates
(over and above other religions) the distinct religious beliefs and values of their own religion
(Schnabel 2018). Considering that 1) women have been found to be higher in religiosity than
men, 2) religion is found to be associated with lower suicide rates in Western countries, 3)
western religions, like Catholicism, are patriarchal and tend to emphasize gender polarization,
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and 4) that Catholicism is believed to result in lower suicide rates, I postulate that U.S. Latinos—
a primarily Catholic ethnic group—likely benefit from different religious contexts (Carneiro
2013; Schnabel 2016b). Persistent dogmatism among Christian men the in U.S.—including U.S.
Latino men—leads me to conclude that suicide rates among U.S. Latino men would likely
benefit from religious communities contexts composed of mostly Catholic religious adherents
(i.e., in communities marked by religious homogeneity) in support of the Community Norms
thesis (Tubergen et al. 2005; Pew 2007; Schnabel 2018). Conversely, given that U.S. Christian
women tend to be less dogmatic and more religiously inclusive, open-minded, and tolerant but
still adhering to patriarchal religions, suicide rates among U.S. Latino women, would likely be
lower in religious communities regardless of the most common religious denomination in the
religious community (i.e., in communities where some proportion of religious adherents of any
denomination are present) which lends support to the Community Support thesis (Pescosolido
and Georgianna 1989; Pescosolido 1990; Ellison et al. 1997; Schnabel 2018). Following this
logic, I argue that that U.S. Latino men may benefit from the integrative nature of Catholicism
via access to fellow religious adherents that share the same belief system (i.e., in support of the
Community Support thesis; Schnabel 2018). While these conclusions remain untested, other
research has demonstrated that other correlates, such as socioeconomic correlates of suicide and
religion, also impact the community context in ways that may influence the religion-suicide
relationship among U.S. Latinos.
Socioeconomic Status
Suicide
Durkheim claimed that suicide rates were associated with socioeconomic variables, such
as income; he believed that higher income was associated with higher suicide rates (Durkheim
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[1897] 1951). Subsequent studies expanded examinations of the suicide-socioeconomic status
relationship to include variables like poverty, single-headed households, and unemployment in
addition to income (Stack 2000). These subsequent studies found that high scores on measures of
disadvantage, such as unemployment, low-income, single-headed households, and poverty, were
associated with higher suicide rates; for example, low-income counties would be expected to
have high suicide rates while high-income counties would be expected to have low suicide rates.
Recent studies reinforce the finding that socioeconomic status variables, particularly low
household income, high unemployment, high poverty, and more single-headed households, are
associated with high suicide rates (Barkan, Rocque, and Houle 2013; DeFina and Hannon 2014;
Houle and Light 2014). Similarly, these socioeconomic variables are also associated with
religious variables.
Religion
Research shows that religion is associated with measures of socioeconomic status. Some
studies show that certain religious denominations have lower incomes; research has shown that
being Mormon is associated with lower income, while being Jewish is associated with having the
highest income and socioeconomic status compared to other religious denominations in the U.S.
(Lehrer 2004). Pew reports show that socioeconomic measures tend to vary in the same way as
religious attainment (Pew 2015). According to 2014 data, Hindus, and Jews report some of the
highest annual household income while the religiously unaffiliated tended to have below average
household incomes (Pew 2018). Additionally, societies suffering from economic inequality,
along with those suffering from unequal distribution of income and wealth, tended to be more
religious (Pew 2018). Places marked by disadvantage were found to be distinctly more religious
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than those where life was “easy” (Pew 2018). Studies find that other variables that influence
SES, like educational background, are also associated with suicide and religion.
Educational Background
Suicide
Durkheim found that education level was positively associated with suicide rates; he
found that more educated Protestants had higher rates of suicide while Catholics, generally
having lower educational attainment, had lower suicide rates. This relationship was not evident
among other religious groups such as those adhering to Judaism (Durkheim [1897] 1951).
Subsequent studies found that education’s aggregate association with suicide differed across race
and gender (Stack 2000). Stack found that for every year of education you should expect to see a
2% increase in the odds of committing suicide for white American males. The opposite was
found for African American men where higher educational attainment was associated with an
8% increase in suicide risk (Stack 2000). Further, this study suggested that a positive association
between education and suicide exists for other minorities and women in the United States (Stack
2000). More recent research found that higher educational attainment is associated with lower
suicide rates (Abel and Kruger 2005). Most studies have found that suicide rate is higher among
white males with less than a high school education (Han, Kott, Hughes, McKeon, Blanco, and
Compton 2016). Similar outcomes were also found in other recent studies for both men and
women with only a high school diploma (Phillips and Hempstead 2017). Research has also found
education to be associated with religious variables.
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Religion
Education background and attainment are known to be associated with religion.
Durkheim often expressed that education’s positive association with suicide rates was due to the
secularizing effect of education which hinted at a negative association between educational
attainment and religion (Durkheim [1897] 1951). Subsequent research supported these findings,
and many found that higher educational attainment negatively impacted measures of religious
beliefs (Johnson 1997; Sherkat 1998). Research also that higher educational attainment increased
the likelihood of renouncing one’s affiliation with their current religion (Sherkat 1991; Sherkat
and Wilson 1995). More current studies also support the finding that religion is negatively
associated with educational attainment (Hungerman 2014; Mukhopadhyay 2011). Additionally,
the most current studies suggest that the relationship between religion and educational attainment
may differ by gender and other factors may change the direction of the relationship between
religion and educational attainment (Baker and Whitehead 2016). Studies have also shown that
educational attainment often varies by religious denomination (Pew 2016d). Durkheim’s
historical study found that adherents of Judaism were the most highly educated when compared
to other religious denominations while Catholics had very low educational attainment (Durkheim
[1897] 1951). Pew reports show that, globally, Jews had the highest educational attainment
followed by Christians (Pew 2016d). According to 2014 American denominational information,
Hindus (77 %) and Jews (59%) had the highest percentages of individuals with a college degree
(Pew 2016d). Catholics and Protestants had much lower but similar percentages of respondents
with a college degree (26% and 24%) which is somewhat reflective of Durkheim’s findings, with
the exception that American Catholics are not the least educated denomination (Pew 2016d).
Suicide and religion are also known to vary by age.
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Age
Suicide
Durkheim’s suicide research found that suicidal tendency increases with age and that
suicide rates were positively correlated with age so that older age groups had higher suicide rates
than younger groups (Durkheim [1897] 1951). Subsequent studies found that the relationship
between age and suicide was not so simple. According to today’s research, the connection
between age and suicide is mostly a function of economic development given that the agesuicide patterns described by Durkheim do not replicate in less developed countries (Stack
2000). Further, research demonstrates that the age-suicide correlation tends to more accurately
describe suicide among men while female suicide rate patterns in developed countries differ;
suicide among women is said to peak in middle age, between ages 45 and 55, and then decline
for women 75 years and older (Stack 2000). Recent studies contest these findings and
demonstrate that the age-suicide relationship varies widely across age groups (Planalp and Hest
2019). In fact, one study found that suicide rates have increased, significantly, across all age
groups according to 2017 data (Planalp and Hest 2019). Researchers stated that children ages 10
to 14 had the lowest suicide rate while this age group has had the largest yearly increase in
suicide rate, while the age group 15 to 24 had a stable high rate that reflected the overall national
suicide rate. Unlike prior studies, it was found that the highest suicide rates were among middle
aged individuals, ages 45 to 54, regardless of gender, living in developed countries (Stack 2000;
Planalp and Hest 2019). Given that Durkheim’s framework suggests that suicide among each age
group is a function of religion, studies have also examined the relationship between age and
religion in efforts to better illuminate the age-suicide correlation.
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Religion
According to recent Pew research, in more than 41 countries younger adults are less
likely to identify with any religious group than their older peers (Pew 2018). Specifically, a
larger percentage of individuals living in the United States aged 18-39 years old report having no
religious adherence compared to older Americans ages 40 and over. Those same reports show
that 66% of respondents aged 18-39 reported that they were affiliated with a religious group
meaning approximately 34% of respondents aged 18-39 reported that they are “atheist”,
“agnostic”, “have no religion in particular”, “refuse to answer the religion question” or say they
“don’t know” (Pew 2018:81). Respondents 40 and over reported an 83% religious adherence
meaning only 17% of older respondents reported in any of the no religious adherence categories
(Pew 2018). These patterns in adherence, or lack of adherence, along with the association
between religion and suicide may differ by marital status as well.
Divorce
Suicide
Durkheim found that married persons were less likely to commit suicide than unmarried
persons. Durkheim also stated that widowed individuals were more likely to commit suicide than
married individuals. Further, Durkheim’s work describes a relationship between divorce and
religion wherein divorced individuals are more likely to commit suicide and higher divorce rates
are associated with higher suicide rates. Though Durkheim hinted that the relationship between
divorce and suicide was gendered and is protective for women in some way, subsequent studies
do not support this finding. Moreover, subsequent studies confirmed that being married is
associated with lower suicide risk but being divorced is associated with suicide and suicide risk
for all groups (i.e., for all age groups and genders) at all levels of analysis (Stack 2000). Recent
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studies that examine the marital status-suicide association further confirm that, overall, divorced
people have an aggregate higher suicide risk than married people (Yip, Yousuf, Chan, Yung, and
Wu 2015). Further, a current meta-analysis found that in addition to divorce being associated
with suicide at the individual level, non-married men exhibited a greater risk of suicide than
married men, but there was not a significant association between marital status and suicide
among women aged 65 years or older. Lastly, the results of the study emphasize that nonmarried individuals have an aggregate higher suicide risk than married ones. In general, marriage
at multiple levels of analysis is associated with lower or less suicide whereas marital statuses
associated with a lack or loss of a relationship (i.e., divorce, widowhood, and being unmarried)
are associated with higher or more suicide (Kyung-Sook, SanSoo, Sangjin, and Young-Jeon
2018). Further, studies suggest that marital status also differs by religious variables.
Religion
While studies suggest that religion tends to promote the formation of marriage
relationships, studies also show that the percentage of unmarried individuals has increased over
that last thirteen years while the percentage of married individuals has decreased (Rendon, Xu,
Denton, and Bartkowski 2014; Pew 2015). Pew 2016 data show a continued decrease in marriage
with the percentage of unmarried Americans sitting at a record high; the data also show that
divorce has continued to increase over time (Pew 2016b). This decrease in marriage is occurring
among all religious groups in the United States apart from Mormons who maintain the highest
percentage of married individuals in the United States (Pew 2015). Further, according to the Pew
2015 religious landscape study, those identifying as unaffiliated in 2014 (i.e., atheist, agnostic,
and nothing in particular) had the highest percentages of individuals identifying as never married
(37 %) and living with a partner (11%) when compared to individuals identifying as part of
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Christian (21% and 6%) or Non-Christian faiths (31% and 8%) (Pew 2015). Even though I could
not locate any studies with consistent findings on whether religion’s aggregate association with
marriage, most meso or micro level studies suggest that religion plays an important role in if and
when individuals decide to get married and/or divorced (Xu and Bartkowski 2017; Arocho
2019). Religion and suicide have also been found to differ by whether an area is rural or urban.
Urban/Rural Population
Suicide
According to Durkheim, urban areas have higher suicide rates (Durkheim [1897] 1951).
Following studies found that a quadratic relationship between urban area and suicide to exist
where suicide rate first increased during the early stages of urbanization due to the subsequent
social disruptions of rural to urban migration. Suicide rates would then plateau and possibly
decline as urban citizens adjusted to urban living over generations (Stack 2000). While recent
studies support the established relationship between suicide rates and aggregate measures of
urbanization, these studies do not support the finding that suicide rates are higher in more urban
areas. One study confirmed that a geographic disparity in suicide rates exists within the United
States, but less urban areas actually see higher suicide rates compared to more urban areas; urban
areas actually experience lower suicide rates even though suicide rates have reportedly increased
across areas of all urbanization levels (Kegler, Stone, and Holland 2017). Additionally, the
differences in suicide rates between less urban and more urban widened during the period 19992015 (Kegler, Stone, and Holland 2017). Studies that examined trends in suicide rates across
counties of differing urbanization levels found that age-adjusted suicide rates for
nonmetropolitan/rural counties were consistently higher when compared to large and
medium/small metropolitan counties (Ivey-Stephenson, Crosby, Jack, Haileyesus, and Kresnow35

Sedacca 2017). Another study produced supportive findings, but also found that not only were
suicide rates in more rural counties higher from 2005 to 2015 when compared to more urban
counties, but also these counties experienced the largest increases in suicide rates over that time
period. Further, a 2019 study provides support to the previously described 2017 and 2018
studies; suicide rates were higher in rural areas than in large metropolitan areas (Steelesmith,
Fontanella, and Campo 2019). Moreover, study outcomes demonstrate that, in addition to the
large rate increases seen in other studies, suicide rates were also found to have increased more
rapidly in rural counties between the years 1999-2016 (Steelesmith, Fontanella, and Campo
2019). How rural or urban an area is also varies according to religious variables.
Religion
Many early studies, including Durkheim’s suicide study, described urban areas as more
likely to have high suicide rates when compared to more rural areas (Durkheim [1897] 1951).
Recent research does not support these findings. Nevertheless, Durkheim’s pivotal findings
about the spatial clustering of suicide and religion went on to inspire research that examined the
geographic clustering of religion. Subsequent studies found that religious adherents tended to
cluster in certain regions of the United States. One of those groundbreaking studies found that
Roman Catholics clustered in the Northeast, the West, due to high percentages of in-migration,
had lower levels of church membership, Mormon membership tended to cluster around Utah and
adjacent areas, and Protestant adherents clustered in the southern United States (Zelinsky 1961).
This historic study portrayed religion as uniquely urban meaning that most adherents lived in
cities and areas of high population (Zelinsky 1961). Recent studies and polls find that religion
continues to cluster around the South, Midwest, and Northeast United States even though the
percentage of adherents are decreasing for most religious groups (Lee 2006; Pew 2015).
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Nevertheless, recent studies suggest that one of the larger religious groups in the united states,
Catholics, have become more evenly dispersed throughout the United States than other religious
groups and that religiosity tends to be higher in rural communities as compared to urban and
suburban communities which suggests that future studies would benefit from examining rural
areas and areas with low population densities when conducting religious based research (Gallup
2003; Pew 2015). Along with studies examining the association of areas with varying
populations, research has found that assimilation—here English-speaking ability—is also
associated with suicide and religious variables.
Assimilation
Suicide
Durkheim did not explicitly describe assimilation as a factor associated with suicide, but
he did describe the similar concept of integration. Assimilation refers to the attenuation and
eventual dissipation of racially and/or ethnically distinct characteristics and differences; these
distinct group characteristics and differences, during the process of assimilation, are replaced by
those of the mainstream culture (Wadsworth and Kubrin 2007). Durkheim’s definition of
integration is similar in that it describes shared characteristics that help incorporate individuals
into groups and communities. These integrating characteristics are often some of the same
characteristics that individuals adopt via assimilation; for example, learning the mainstream
language, religion, and values helps individuals fit in and integrate into a group. Given that
assimilation tends to promote integration, the Durkheimian tradition would assume that
integration assimilation is associated with less suicide. Nevertheless, both older and newer
studies suggest that assimilation is associated with suicide when the main or dominant culture
has characteristics that are associated with higher suicide rates or when foreign-born individuals
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immigrant into communities with low percentages of other similar foreign-born individuals
(Barranco 2016; Sorenson and Golding 1988; Wadsworth and Kubrin 2007). In this way, high
levels of integration can sometimes be associated with more suicide. Further, assimilation may
also be associated with religion.
Religion
Assimilation often involved adoption of the overarching language, customs, beliefs, and
values of the new country of residence. Oftentimes, adoption of a new religion is also associated
with becoming more integrated into the new society. Nevertheless, studies have shown that
immigrants often maintain remnants of their country of origin, like language and religion, to
maintain a connection to their origin country (Cavalcanti and Schleef 2005). Maintaining a
connection to one’s religion from their country of origin provides immigrants with a sustained
connection to their country of origin by way of access to other individuals that share their origin
language, religion, values, and customs (Cavalcanti and Schleef 2005). Having access to a
community of like other provides culturally relevant social support which is believed to ease the
adjustment and reduce the stress of immigration (Cavalcanti and Schleef 2005). Even so, religion
in these contexts is viewed as both promoting assimilation through providing immigrants with
access to religious communities that help them to attain financial and social stability after
immigration and as demoting assimilation by maintaining values, beliefs, religious practices and
organizations, and language(s) from their country of origin over and above those in the country
they immigrated to (Cavalcanti and Schleef 2005; Cadge and Ecklund 2007). Overall,
understanding assimilation and other earlier discussed correlates help to illuminate the
relationship between religion and suicide among U.S. Latino men and women.
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CHAPTER III
SUMMARY AND HYPOTHESES
There have been hundreds of studies focusing on suicide. Even so, no studies have
examined gender differences in suicide rates while also considering how religious contexts are
associated with these suicide rates among understudied minority groups. To my knowledge, no
studies have compared the association between religious contexts and suicide among U.S. Latino
men and women. Therefore, I ask the research question: How do religious contexts impact
suicide among U.S. Latino males and females?
Using the community norms and community support theses, this study seeks to
demonstrate how the religious context influences the relationship between suicide and religion
among Latino men and women. According to the community norms thesis, religion suppresses
suicide for all community members—religious and non-religious—regardless of their religious
denomination or lack thereof, meaning that the regulating effect of the presence of religious
adherents should not vary with denomination (van Tubergen et al. 2005; Shihadeh and Winters
2010; Ulmer and Harris 2013; Barranco 2016). Conversely, the community support thesis states
that religious homogeneity integrates individuals who reside in a religious context where they
have access to social support from like others/fellow religious adherents meaning that suicide
rates would be lower in religiously homogenous areas (Bankston et al. 1983; Pescosolido and
Georgianna 1989; Stack and Wasserman 1992). Given that prior research has found support for
both the community support and community norms theses among Latinos (Barranco 2016), I
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expect both to impact suicide rates but in different ways for the Latino men and women
examined:
Hypothesis 1: If the community norms thesis is correct, the presence of the
proportion of religious adherents belonging to any denomination in counties with at
least 1,000 U.S. Latinos will be negatively associated with county-level suicide rates
for U.S. Latinos.
Hypothesis 2: If the community support thesis is correct, religious homogeneity in
counties with at least 1,000 U.S. Latinos will be negatively associated with countylevel suicide rates for U.S. Latinos.
Other studies suggest that gender differences in religious expression are especially
pronounced in Christian religious contexts where women are more religious, especially in the
United States. In these religious contexts, women tend to be less religiously dogmatic and more
inclusive and tolerant of other religions compared to their male counterparts (Schnabel 2018).
Christian men in the U.S. have been found to be more dogmatic in the ways they “do religion” in
comparison to Christian women in the U.S. Given these research findings that describe
differences in how American Christian men and women practice their religion, I hypothesize the
following:
Hypothesis 3: If the community norms thesis is correct, I expect to find that the
presence of the proportion of religious adherents belonging to any denomination in
in counties with at least 1,000 U.S. Latinos to have a stronger negative effect on U.S.
Latino women’s suicide than U.S. Latino men’s suicide.
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Hypothesis 4: If the community support thesis, I expect to find religious
homogeneity in counties with at least 1,000 U.S. Latinos to have a stronger negative
effect on U.S. Latino men’s suicide than U.S. Latino women’s suicide.
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CHAPTER IV
METHODS
County as Unit of Analysis
The current study utilizes counties as the unit of analysis for several reasons, including
data necessity, retained model power, and prior, established research methods. Counties are the
smallest aggregate units for which national religious contextual data are available. To include
information about religious adherents, this study uses the U.S. Religion Census: Religious
Congregations and Membership Study. The religious census data only provide information on
religious adherents at the county level or higher. Performing these analyses at the county level is
not novel given that many studies have set the precedent for such; Durkheim’s pivotal suicide
study also performed analysis at higher levels of aggregation and his associated theoretical
framework, along with many similar prior studies, did not restrict its analysis to neighborhoods
or smaller units (see for example Durkheim [1897] 1951; Pescosolido and Georgianna 1989;
Pescosolido 1990; Cutright and Fernquist 2004; Harris and Feldmeyer 2015; Barranco 2016;
Barranco and Harris 2019). Further, counties may be especially useful for examining religious
contextual effects because they are small enough in population to provide significant variation in
suicide rates while maintaining the effects of socialization processes (i.e., processes that teach
people the customs, norms, and beliefs of a group) and simultaneously not so large that they
provide too much within-group variation or lack the expected social closeness and social
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interaction or intimacy necessary to be indicative of a “community” (Finke and Adamczyk 2008;
Adamczyk, Boyd, and Hayes 2016).
Many early studies examining the correlation between religion and crime at the macrolevel tend to utilize county-level data. These early studies help to illustrate that counties are an
appropriate unit of analysis for analyzing the correlations between religious contexts and
aggregate suicide patterns. Using the county as unit of analysis provides data with adequately
large sample sizes that include enough covariates in statistical models but also allow models to
retain statistical power to distinguish the presence of effects, particularly for rare events (like
homicide, and of focus here, suicide; Pescosolido and Georgianna 1989; Pescosolido 1990;
Ellison et al. 1997; Shihadeh and Winters 2010; Ulmer and Harris 2013; Harris and Feldmeyer
2015; Barranco 2016; Barranco and Harris 2019). Additionally, using counties is necessary to
include rural areas where people do not live close to or have a local church, meaning they often
must commute to their church of choice. This is important because, as mentioned earlier, the
presence of fully established and maintained churches in a community is what allow a certain
religious denomination to sustain a foothold in the respective community. This foothold is what
allows a denomination to exert normative influence and provide social support to others living in
a county.
While CDC data usually only provide geographic identifiers for areas with populations of
100,000 or more (i.e., Metropolitan Statistical Areas (MSAs)), prior research demonstrates the
need to study areas with smaller populations (Barranco 2016). For this reason, the data analyzed
in this study are composed of specially requested data provided by the CDC and include
geographic areas of all population sizes because some areas tend to have higher concentrations of
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U.S. Latinos (i.e., the West and rural, southern areas) while others have very small
concentrations (i.e., areas in the Midwest; U.S. Census 2012).
Data in this study are aggregated to the county level. Aggregation consist of summing the
number of Latino suicides (overall and separately for men and women) for each county to create
a county level total number of suicides. Aggregating my data to the county level allowed me to
independently examine areas with both large and small Latino populations. It also allowed me to
examine both urban and rural areas that may not otherwise have some connection to a major
metropolitan area. Specifically, using counties allows for the inclusion of all unincorporated
areas, whereas just using cities and census designated places (i.e., the statistical counterpart of an
incorporated place) would not allow for the inclusion of unincorporated places and places in
between (e.g., areas existing outside of city limits that are considered county areas). Moreover,
many unincorporated areas are rural areas and the need to include rural areas is especially
important because of the tremendous population growth among Latinos in those areas over the
past two decades (Saenz and Torres 2003; Lichter and Johnson 2006; Donato et al. 2008).
Further, some research shows that suicide rates tend to be higher in rural areas (Eberhardt,
Ingram, and Makue 2001). It is also important to note that Durkheim examined suicide at the
country and province levels and that the community support and community norms models have
been successfully used to examine suicide at the county-level (Durkheim ([1897]; Barranco
2016; Barranco and Harris 2019).
Data
Data for the study include a sample of 1,419 counties. Given that there are 3,143 county
and county equivalents in the United States, the generated sample includes approximately 45%
of U.S. counties. This sample was created by limiting the included counties to those containing a
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minimum of 1,000 adult Latinos. A total of 843 Latino suicides occurred across the 1,419 U.S.
counties in the 5-year period examined (2006-2010). Most Latino suicides were committed by
males (708 of 843; 84%) in counties with 1,000 or more Latinos over the 5-year period used in
the study (2006-2010). The counties included in the study are also slightly more Metropolitan or
Urban (.58) than non-metropolitan or Rural.
Dependent Variables
For the current study, I examine county suicide rates by starting with the number of
Latino suicides per county (county-level suicide counts) during the years 2006-2010. The
insertion of an offset variable, a logged variable representing the total number at risk for Latino
suicide (here Latino County Population), allows suicide counts to be interpreted as rates in this
study. I acquired data on Latino suicides from the Multiple Cause-of-Death mortality detail file
which is collected, housed, and maintained by the CDC. The CDC collects these data from death
certificates that are compiled by local coroners who report these data to their agency. These files
contain approximately 358 different causes of death, including Intentional Self-harm (i.e.,
suicide). Each case within the dataset reports the cause of death assigned for each person who
has died in a specified geographical area. I created my dependent variable, Latino Suicide, by
recoding the reported cause of death into a dummy variable with “1” equaling Latino suicide and
“0” not suicide. Then, the number of Latino suicides in each county was aggregated and the
process was repeated for U.S. Latino male suicides (Latino Male Suicide) and U.S. Latino
female suicides (Latino Female Suicide) in order to examine gender differences in U.S. Latino
suicide.
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Independent Variables
Following previous research examining the effects of religion on rates of suicide,
(Pescosolido and Georgianna 1989; Pescosolido 1990; van Tubergen et al. 2005; Gearing and
Lizardi 2009; Barranco 2016), my first set of explanatory variables measure community norms,
and social regulation by proxy, using the proportion of religious adherents (i.e., those who selfreport affiliation with a religious denomination) to measure community norms in each county.
The data used to create my primary independent variable comes from the 2010 U.S. Religion
Census: Religious Congregations and Membership Study (Grammich et al. 2012), which are
provided by the Association of Religion Data Archives (ARDA). These data are very
comprehensive and provides thorough religious adherence information at the macro-level.
According to ARDA (2014), religious adherents can be defined as “all members, including full
members, their children and the estimated number of other participants who are not considered
members; for example, the ‘baptized,’ ‘those not confirmed,’ those not eligible for Communion,’
‘those regularly attending services’ and the like.” While these data provide useful adherence
information, such as the number of congregations and religious adherents, it likely
underestimates religious adherence in the United States as most religious data provide somewhat
conservative estimates of religious adherence because these types of data often undercount
racial/ethnic minority adherents non-Christian adherents (Grammich et al. 2012). Even so, prior
studies corrected for these data issues with the collection of the 2010 ARDA data (see Grammich
et al. 2012 for details regarding the steps taken) and the data now available from ARDA include
these corrections. Number of congregations, the only other variable that provides adherent
information in this dataset, is not used because it only includes counts of religious gathering
places of worship (e.g., churches) (http://www.thearda.com/). Only including the number of
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congregations does not provide any information about adherents even though it is adherents who
are responsible for disseminating religious norms and providing social support; their presence is
what establishes and sustains a religious context’s influence.
As race/ethnicity-specific adherent data are not available, this study only uses religious
adherent data; these data include denominational categories based on groupings created by the
ARDA. Overall, seven groupings are provided. These groups include the total number of
Catholics (58,934,906 adherents), Mainline Protestants (22,568,258 adherents), Evangelical
Protestants (50,013,107 adherents), Black Protestants (4,877,067 adherents), Orthodox
(1,056,535 adherents), Other (13,146,919 adherents), and Total Religious Adherents
(150,596,792) in the United States in 2010. Because two of my denominational groups have a
relatively small number of adherents (i.e., Black Protestant and Orthodox), they are not included
in my analysis. Additionally, the “Other” group is not included because it is not indicative of a
cohesive religious group and therefore lacks religious homogeneity. Exclusion of these
categories from the analysis is based on previous studies demonstrating that these excluded
groups contain few adherents, when compared to the other religious groups, and contain even
fewer Latinos (Barranco 2016). On their own, these excluded groups do not have enough
adherents to make a large impact on the community and excluding them due to the reasons I
discussed follow methods outlined in previous research (Barranco 2016).
The first primary independent variable, Proportion Religious Adherents, measures the
overall religious presence (presence of individual religious adherents) in each county. To
compute this variable, I began with the total number of religious adherents overall and divided
that quantity by the total population in the county for each county included in the study. To
examine the impact of individual Christian denominations, I created three additional variables—
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Proportion Catholic Adherent, Proportion Mainline Protestant Adherent, and Proportion
Evangelical Adherent. The variable, Proportion Catholic Adherent, was computed by dividing
the total number of Catholic adherents by the respective county’s total population. The two other
adherent variables, Proportion Mainline Protestant Adherent and Proportion Evangelical
Adherent, were created using the same technique. The Protestant variable (Proportion Mainline
Protestant Adherent) was computed by dividing the total number of Mainline Protestant
adherents by each respective county’s total population and Evangelical Protestants (Proportion
Evangelical Adherent) was computed by dividing the total number of Evangelicals by each
respective county’s total population. Religious adherent variables were chosen instead of other
religious-based variables (e.g., rates of congregation members) because prior studies show that
their associations and effects are stronger than other religious variables widely used in macrolevel studies of suicide (Ellison et al. 1997; van Tubergen et al. 2005; Barranco 2016).
The community support thesis argues that religious homogeneity, or a community’s extent to
which residents adhere to a singular religion or a small number of religions, suggests that
religious homogeneity significantly affects suicide (Ellison et al. 1997). Therefore, I include
multiple variables that measure religious homogeneity (Religious Homogeneity) at the countylevel.
My measure of religious homogeneity is adapted from a recent measure successfully used
in prior studies (see Ulmer and Harris 2013; Barranco 2016). To measure the integrating effect of
community support (i.e., social integration), I use a religious homogeneity variable as a proxy
measure. So that the religious homogeneity variable effectively measures the amount of religious
uniformity in a county, religious homogeneity is measured using a score ranging from 0 to 1. If a
county scores zero (0) the measurement would suggest that this county has a high level of
49

religious diversity and is not very religiously homogeneous (e.g., 25 percent Catholic, 25 percent
mainline Protestant, 25 percent Evangelical Protestant, 25 percent Orthodox), while scoring a 1
suggests no diversity or complete religious homogeneity in a county’s religious population (e.g.,
100 percent Catholic; entropy score calculation).
Control Variables
To create the control variables in my analyses, I used data from the 2010 American
Community Survey’s five-year Selected Population Tables. Socioeconomic disadvantage is
measured using the proportion of unemployed U.S. Latinos (Latino Unemployment), the
proportion of single-headed (i.e., single parent) households (Latino Single-Headed Households),
the percent of U.S. Latinos living below the poverty line (Latino Percent Poverty), U.S. Latino
median household income (Latino Median Income), and the proportion of U.S. Latinos who did
not achieve at least a high school diploma (Latino No High School). These five variables were
converted into Z-scores, then summed to create a community socioeconomic disadvantage index
to avoid multicollinearity. Statistical models were tested with and without this index to determine
its usefulness and models without the Disadvantage Index were found to be the most useful
given that the index’s coefficients were not significant. These five variables were determined to
predict suicide well when included in models as individual variables. Moreover, using the
variables separately posed no multicollinearity issues according to the low variance inflation
factors of each variable.
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Additionally, I controlled for U.S. Latino Median Age, the proportion of U.S. Latinos
that are divorced (Latinos Divorced), whether the county is urban or nonmetropolitan1 and the
proportion of U.S. Latinos that speak English not well or not at all (Latino English Ability). The
Latino English-speaking ability variable is coded so that a higher value signifies very good
English-speaking ability (the ability to speak English well or very well) and a lower value
signifies very bad English-speaking ability (the ability to speak English not well or not at all).
Lastly, it is important to note that the variable measuring Latino county population (Latino
Population) is included in all models as an offset variable and this offset variable’s coefficient is
constrained to equal 1. Including Latino county population in this way allows the study to
statistically analyze these suicide counts as rates. Analyzing rates in count models allows for
simplified replication of models and permits expression of count model results as rates (here,
suicide rates) (Osgood 2000; Wadsworth and Kubrin 2007; Barranco 2016).
Proposed Analysis and Proposed Models
I utilize these data to analyze Latino populations in United States counties containing a
minimum of 1,000 Latinos, and for which there is ethnically disaggregated suicide data available
for the years 2006 to 2010. The total number of U.S. counties used in this research is 1,419
which was determined by generating a sample of counties fitting the parameter of having a
minimum of 1,000 Latinos and only those counties were used in the analysis. This population
minimum was used for several reasons: 1) the census suppresses data if there are less than 50
cases in any given cell (United States Census Bureau 2016). Therefore, measuring variables that

The Rural-Urban Continuum Codes from the USDA are used here instead of total population
because the codes are based on population and proximity to major metropolitan areas. Therefore,
this code is a superior measure.
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have many categories (like education) or that have low counts (like unemployment), the census
may suppress those data. Therefore, a population minimum is necessary to ensure that the least
amount of data suppression possible occurs, 2) Suicide is already a rare event, so disaggregating
by race/ethnicity would makes cell counts even lower given how Latinos tend to be dispersed in
the U.S. and how rare suicide is; so, including counties with less than 1,000 Latinos would
include counties that likely have such small populations that their inclusion would just introduce
more contexts with zero suicide counts and weaken the statistical power of proposed models, and
lastly 3) given that a population cutoff is a necessity in this research, I followed the example of
previous religion and suicide studies that use county-level data (Barranco 2016; Barranco and
Harris 2019; Ulmer and Harris 2013). Although it can be argued that small groups of Latinos
living in very small counties are at risk of not being included in the research pool, studies show
that only approximately 50% of U.S. counties have a minimum of 1,000 U.S. Latinos (Pew
2016c). While it may seem like 50% of the adult U.S. Latino population would be excluded,
studying the places with the smallest concentrations of U.S. Latinos—less than 1,000—in a
county would not provide adequate suicide data. Further, the vast majority of Latinos
(approximately 70%) in the U.S. reside in 50% of the nation’s counties—this 50% being the
largest counties; while Latinos also live in smaller counties, counties with the smallest
populations—those least likely to have at least 1,000 Latinos—tend to be composed of mostly
white (3/4th) Americans (Pew 2016c; Nasser 2017). To conclude, even those very small groups
of Latinos living in very small counties would not necessarily experience more suicide because
they do not have access to other Latinos as long as they have access to fellow co-religionists
given that religious community context at the county-level is a meaningful level of grouping that
affects likelihood of suicide because a religious context’s influences is just as present at the
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county-level as it is at the neighborhood and other local levels (Regnerus 2003; Lee and
Bartkowski 2004). While studying the smallest communities at a large scale is not possible this
study nevertheless includes data from metropolitan and many non-metropolitan statistical areas.
Data Analysis
Considering that suicide, like many types of violence, tends to be rare and many counties
have zero or near zero observations, previous data analysis suggest that suicide count data,
including the data I propose to use, suffer from overdispersion (i.e., suffer from larger amounts
of variation than expected and variance exceeds the mean) where cases vary—sometimes
widely—from the mean (Barranco 2016). Commonly used analytical methods, like a Poisson
distribution, would be used to model these count data if the mean and variance were equal
(equidispersion) or similar and if these data did not suffer from so much overdispersion. The
presence of more unobserved heterogeneity between observations suggests I should use a
Poisson-like distribution model that can account for this overdispersion by using an added
parameter called alpha or the dispersion parameter. This added parameter species the amount of
overdispersion in the negative binomial regression model and allows for a Poisson-like
regression to occur even though the variable’s variance is larger than its mean. (Osgood 2000;
Osgood and Chambers 2000). Additionally, given that Poisson-based models typically underfit
the amount of dispersion in outcome variables (Long and Freese 2006), I propose to use negative
binomial regression to analyze this county-level suicide data. Negative binomial regression
addresses the weaknesses associated with overdispersion present in the Poisson distribution by
adding a parameter that accounts for unobserved heterogeneity in my suicide count data. Suicide
data, like all count data, are intrinsically positively skewed given that these data tend to have lots
of zeros, but also include cases with observations with very large counts of suicide that vary
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greatly from the mean number of suicide counts; in the context of this study, it comes in the form
of many counties having few or no suicides and other counties having very large suicide counts.
This and other types of Poisson-like estimation techniques can also be used to analyze rates via
the specification and use of an offset variable—as discussed earlier—which is done in this study
(Lee and Bartkowski 2004). Further, prior studies have performed a likelihood-ratio test—the
appropriate goodness of fit test here—and have confirmed that the most appropriate models for
the data used in this study are negative binomial regression models; negative binomial regression
modeling is also commonly used when analyzing suicide data (e.g., Burr et al. 1999; Kubrin,
Wadsworth, and DiPietro 2006; Wadsworth and Kubrin 2007; Hilbe 2012; Barranco 2016). The
rarity and clustering of suicide also means suicide counts likely vary greatly from year-to-year; I
averaged suicide counts from 2006-2010 to reduce variation. This process of averaging multiple
year counts is a common practice in suicide research (e.g., Burr et al. 1999; Cutchin and
Churchill 1999; Wadsworth and Kubrin 2007; Barranco 2016). Overall, averaged suicide counts
appear as counts for the year 2010 but are in fact averaged counts for years 2006, 2007, 2008,
2009, and 2010.
Given the large number of variables being used in this study, I consistently checked for
multicollinearity among the variables by estimating variance inflation factors (VIFs) throughout
the model specification process. To achieve this, all models were run using Ordinary Least
Squares Regression (OLS), in addition to negative binomial regression.
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CHAPTER V
RESULTS
Table 1 presents descriptive statistics for the variables examined in this study along with
some variables that demonstrate the means for both U.S. Latino men and U.S. Latino women.
Several important findings become evident. First, most residents in the examined counties, on
average, adhere to some religion (.51) with most residents identifying as Evangelical Protestants,
followed by Catholics, with the fewest county residents adhering to Mainline Protestantism.
Additionally, the religious homogeneity measure suggests that counties are, on average, slightly
more diverse meaning counties tend to not have a numerical majority of residents who adhere to
a specific religious denomination (.41). Examining disadvantage variables demonstrated that
approximately of 42% of Latino households are single-headed households, around 20% live in
poverty, and about 18% are unemployed. When further disaggregated by gender, it becomes
apparent that most Latino single-headed households are headed by Latinas when compared to
U.S. male Latinos, but both groups are similarly unemployed Lastly, median Latino household
income is approximately $39,230.
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Table 1

Descriptive Statistics of County-level Variables for Latinos in 1,419 U.S. Counties,
2010
Mean

S.D.

All Latino Suicide Ratea

8.53

38.79

Latino Male Suicide Ratea

7.08

32.41

Latino Female Suicide Ratea

1.45

6.57

Proportion Religious Adherent

.51

.16

Proportion Catholic Adherent

.16

.14

Proportion Mainline Protestant Adherent

.09

.06

Proportion Evangelical Adherent

.21

.15

Religious Homogeneity

.41

.15

Urban

.58

.49

Latino No High School

.24

.09

Latino Female No High School

.10

.04

Latino Male No High School

.14

.06

Latino Single-Headed Households

.26

.08

Latino Female Single-Headed Households

.16

.07

Latino Male Single-Headed Households

.09

.06

Latino Percent Poverty

19.78

8.96

Female Latino Percent Poverty

7.49

3.11

Male Latino Percent Poverty

6.04

3.33

Latino Unemployment

.07

.04

Female Latino Unemployment

.02

.01

Male Latino Unemployment

.02

.02

39,230.08

11,711.90

Latino Median Age

25.11

3.37

Female Latino Median Age

25.01

4.18

Male Latino Median Age

25.14

3.40

Latinos Divorced

.08

.04

Female Latinos Divorced

.04

.02

Male Latinos Divorced

.04

.03

Latino English Ability

.90

.12

Latino Median Income
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Table 1 (continued)

Latino County Population

Mean

S.D.

33,194.87

164,723.50

a

Suicide is expressed as a rate (per 100,000 people) in the descriptive table but is
entered as counts in the negative binomial regression
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Table 2

Negative Binomial Estimates Predicting All Latino Suicide in 1,419 U.S. Counties,
2010
Model 1

Model 2

Model 3

Model 4

Model 5

Model 6

Urban

-.06

-.07

-.06

-.07

-.06

-.08

Latino No High

-.34

-.30

-.25

-.44

-.27

-.16

-.81*

-.78*

-.48

-.79*

-.89**

-.51

-.00

-.00

-.00

-.00

-.00

-.00

-1.39

-1.51*

-1.23

-1.54*

-1.58*

-1.75*

-.00***

-.00***

-.00***

-.00***

-.00***

-.00***

.04***

.04***

.05***

.03***

.04***

.05***

5.70***

5.63***

5.14***

5.72***

5.80***

5.18***

-1.00***

-1.02***

-1.22***

-.92***

-.98***

-1.20***

-----

-----

-----

-----

School
Latino Single
Headed Households
Latino Percent
Poverty
Latino
Unemployment
Latino Median
Income
Latino Median Age
Latinos Divorced
Latino English
Ability
Proportion Religious

-----

-.13

Adherent
Proportion Catholic

-----

-----

-.49***

-----

-----

-.67***

-----

-----

-----

-.77

-----

-.78

-----

-----

-----

-----

-.18

-.40*

Adherent
Proportion Mainline
Protestant Adherent
Proportion
Evangelical
Adherent

***p≤.001, **p≤ .01, *p≤ .05.
Note: All models were run using Latino County Population as an exposure variable
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Table 2 uses variables from the descriptives table to measure the impact of the
community norms thesis’s regulatory influence—here represented by adherent variables—on all
Latino suicide (i.e., combined U.S. Latino male and female adult suicide rates). Table 2, Model 1
is a baseline model that does not include any religious independent variables. This model’s
findings demonstrate that Latino suicide is significantly associated with socio-economic,
relationship, and assimilation variables. For example, the presence of Latino single-headed
households is significantly associated with lower suicide rates (-.81) among all U.S. Latinos.
Further, increased income (-.00), and Latino English ability (-1.00) are significantly associated
with lower suicide among U.S. Latinos in the selected counties. By contrast, Latino Median Age
(.04) and Latino Divorced (5.70) are significantly associated with more suicide among U.S.
Latinos which supports studies that found that suicide are associated with divorce and older age
at the county-level (see Barranco 2016 and Wadsworth and Kubrin 2007).
Table 2, Model 2 includes the first test of a religious independent variable, the proportion
of a county’s religious adherents; the presence of religious adherents at the county-level is used
as a proxy measure to measure social regulation in accordance with the community norms thesis.
Findings show that a county’s proportion of religious adherents does not significantly impact all
U.S. Latino suicide rates which does not support Hypothesis 1. The other variables reflect the
findings in Model 1 with the addition that Latino unemployment (-1.51) gained significance and
is also associated with lower suicide rates among all Latinos.
Model 3, 4, and 5 examine the impact of the presence of Catholic, Mainline Protestant,
and/or Evangelical adherents, respectively, on Latino suicide rates at the county-level. Only the
Catholic model is significant indicating that (-.49) the presence of Catholic adherents in a county
is associated with lower Latino suicide rates. Latino single-headed households was not found to
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be significantly associated with county-level Latino suicide in the Catholic model; nevertheless,
single-headed households did significantly lower suicide rates in counties with a Mainline
Protestant (-.79) and the Evangelical (-.89) presence according to their respective models. The
proportion of Latino unemployment was only significantly associated with lower suicide in the
Mainline (-1.54) and Evangelical Protestant (-1.58) models. In accordance with prior research,
higher household income (-.00), and less English ability (-1.22, -.92, -.98) is significantly
associated with lower suicide among Latinos in all three religious adherent models. Further,
Latino Median Age (.05, .03, .04) and Latino Divorced (5.14, 5.72, 5.80) are significantly
associated with more suicide among U.S. Latinos in all three religious adherent models which
supports earlier studies that found that suicide rates were higher among divorced and
older/middle-aged Latino adults.
In Model 6 of Table 2, all three denominations are included and therefore controlled for.
While the Catholic adherent variable remains significant (-.67), Proportion Evangelical adherents
(-.40) finally becomes significant which provides partial support for Hypothesis 1 that the
presence of any religious adherents is associated with lower suicide among U.S. Latinos. Even
so, the standardized coefficient of Proportion Catholic adherents is larger than the standardized
coefficient Proportion Evangelical adherents (-8.9 versus -5.9, see Appendix B) which implies
that Durkheim’s original thesis still holds some merit when applied to all U.S. Latino suicides in
this study’s sample. Latino unemployment is significantly associated with lower suicide in this
all denomination model (-1.75) but was only associated with lower suicide in the Mainline and
Evangelical singular adherent models discussed earlier. Furthermore, Latino single-headed
households were significant for the separate denomination models but is not significant in this
combined model. Higher household income (-.00) and poorer English-speaking ability (-1.20)
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continue to be significantly associated with lower Latino suicide while older age (.05) and
divorce (5.18) continue to be associated with more Latino suicide.
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Table 3

Negative Binomial Estimates Predicting Male Latino Suicide in 1,419 U.S.
Counties, 2010
Model 1

Model 2

Model 3

Model 4

Model 5

Model 6

Urban

-.09

-.09

-.09

-.10

-.09

-.10*

Latino No High

-.29

-.23

-.19

-.39

-.23

-.11

-.82*

-.77*

-.43

-.80*

-.89*

-.45

-.00

-.00

-.00

-.00

-.00

-.00

-1.44

-1.64*

-1.26

-1.58*

-1.59*

-1.79*

-.00***

-.00***

-.00***

-.00***

-.00***

-.00***

.04***

.04***

.05***

.03***

.04***

.05***

Latinos Divorced

5.08***

4.96***

4.44***

5.10***

5.17***

4.46***

Latino English

-.92***

-.96***

-1.18***

-.85**

-.91***

-1.16***

-----

-.21

-----

-----

-----

-----

School
Latino Single
Headed Households
Latino Percent
Poverty
Latino
Unemployment
Latino Median
Income
Latino Median Age

Ability
Proportion Religious
Adherent
Proportion Catholic

-----

-----

-.54***

-----

-----

-.73***

-----

-----

-----

-.73

-----

-.77

-----

-----

-----

-----

-.14

-.40*

Adherent
Proportion Mainline
Protestant Adherent
Proportion
Evangelical
Adherent

***p≤.001, **p≤ .01, *p≤ .05.
Note: All models were run using Latino County Population as an exposure variable.
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Examining Table 3, Model 1 is another baseline model that does not include any religious
independent variables but instead focuses on examining male Latino Suicides as the dependent
variable. Latino single-headed households are significantly associated with lower suicide rates (.82) among U.S. Latino males. Further, increased income (-.00), and Latino English ability (-.92)
are also significantly associated with lower suicide among U.S. Latinos males in the selected
counties. By contrast, Latino Median Age (.04) and Latino Divorced (5.08) are significantly
associated with more suicide among U.S. Latinos males which supports previous studies that
found that suicide rates were higher among divorced and among older/middle-aged U.S. Latinos
males (see Barranco 2016 and Wadsworth and Kubrin 2007). Table 3, Model 2 includes the
religious independent variable measuring the proportion of a county’s religious adherents. All
other significant variables were the same as those in Model 1 with the addition that Latino
unemployment (-1.64) gained significance.
Model 3, 4, and 5 examine the influence of the presence of Catholic, Mainline Protestant,
and/or Evangelical adherents, respectively, at the county-level on Latino male suicide rates.
Results show that only the Catholic model is significant meaning (-.54) the presence of Catholic
adherents in a county is associated with lower Latino male suicide. Unlike the other models,
Latino single-headed households was not found to be significantly associated with county-level
Latino suicide in the Catholic model; nevertheless, single-headed households are significantly
associated with lower suicide rates in the Mainline Protestant (-.80) and the Evangelical (-.89)
models. Additionally, Latino unemployment was only found to be significantly associated with
lower Latino male suicide rates in areas with Mainline Protestant (-1.58) and Evangelical
Protestant (-1.59) presence. Even so, higher household income (-.00), and reduced English
ability (-1.18, -.85, -.91) is significantly associated with lower suicide among male Latinos in all
63

three religious adherent models. Further, Latino Median Age (.05, .03, .04) and Latino Divorced
(4.44, 5.10, 5.17) are significantly associated with more suicide among U.S. male Latinos in all
three religious adherent models.
In Model 6 of Table 3, all three denominations are included and therefore simultaneously
controlled for. While the Catholic variable remains significant (-.73), Proportion Evangelical
adherents (-.39) also becomes significant. Additionally, areas that are nonmetropolitan or rural (.10) are associated with lower male Latino suicide rates in the specified counties. Lower Latino
unemployment is significant for this all denomination model and is associated with lower Latino
male suicide rate in this all denomination model (-1.79). Higher household income (-.00) and
poorer English-speaking ability (-1.16) are significantly associated with lower Latino suicide
while older age (.05) and more divorce (4.46) are associated with more Latino male suicides.
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Table 4

Negative Binomial Estimates Predicting Female Latino Suicide in 1,419 U.S.
Counties, 2010

Model 1

Model 2

Model 3

Model 4

Model 5

Model 6

Urban

.16

.16

.16

.14

.16

.14

Latino No High

.28

.33

.39

.11

.46

.61

School
Latino Single Headed

-1.68**

-1.64**

-1.38*

-1.70**

-1.97**

-1.51*

-.00

-.00

-.00

-.00

-.00

-.00

-.23

-.40

-.22

-.45

-.74

-1.14

Households
Latino Percent
Poverty
Latino
Unemployment
Latino Median

-7.04x10-6

-7.12x10-6

-6.13x10-6

-7.31x10-6

-8.46x10-6

-7.48x10-6

Income
Latino Median Age

.03*

.03*

.03*

.02

.02

.03

Latinos Divorced

11.45***

11.38***

10.88***

11.69***

11.90***

11.27***

Latino English

-1.72***

-1.75***

-1.93***

-1.59**

-1.67***

-1.97***

-----

-.14

-----

-----

-----

-----

-----

Ability
Proportion Religious

-----

Adherent
Proportion Catholic

-----

-----

-.35

-----

-----

-----

-1.19

-----

-----

-----

-----

-----

-.52

-.67*

Adherent
Proportion Mainline

-1.10

Protestant Adherent
Proportion
Evangelical Adherent

***p≤.001, **p≤ .01, *p≤ .05.
Note: All models were run using Latino County Population as an exposure variable.
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-.75*

Examining Table 4, Model 1 is the female Latino baseline model and therefore does not
include any religious independent variables and includes U.S. Latino women’s’ suicide rate as
the dependent variable. The Latino single-headed households variable is significantly associated
with lower suicide rates (-1.68) among U.S. Latino women. Interestingly, higher median
household income was not significantly associated with lower Latina suicide at the county-level.
Even so, Latina suicide is significantly lower in counties with poorer Latino English ability (1.72). Conversely, higher Latino Median Age (.03) and a larger proportion of divorced Latinos
(11.45) are significantly associated with more suicide among Latinos women living in the U.S.
Table 4, Model 2 includes a religious independent variable measuring the proportion of a
county’s religious adherents. Here, the presence of adherents of any religion (Proportion of
Religious Adherents) does not significantly impact female Latino suicide rates. Like Model 1 of
the female Latino suicides table, Latino single-headed households and speaking English not well
if at all are significantly associated with lower suicide rates among Latino women while older
Latino age and more Latino divorces are significantly associated with higher suicide rates among
U.S. Latino women.
Models 3, 4, and 5 examine the influence of the presence of Catholic, Mainline
Protestant, and/or Evangelical adherents, respectively, on Latino female suicide rates.
Unexpectedly, results show that none of the religious adherent variables were significant for the
Latina models meaning that the presence of Catholic, or Mainline, or Evangelical Protestant
religious adherents is not significantly associated with Latino women’s suicide rates at the
county level. Latino single-headed households was found to be significantly associated with
county-level Latina suicide in all three of the religious adherent models; single-headed
households significantly lowers suicide rates in the Catholic (-1.38), Mainline Protestant (-1.70),
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and Evangelical (-1.97) models. Poor English ability (-1.93, -1.59, -1.67) is significantly
associated with lower suicide among female Latinos in all three religious adherent models.
Latino Median Age (.03) was associated with increased Latina suicide in the Catholic adherent
model only. The Latino Divorced variable (10.88, 11.69, 11.90) is significantly associated with
more suicide among U.S. female Latinos in all three religious adherent models
In Model 6 of Table 4, all three denominations are included and therefore simultaneously
controlled for. Interestingly, while all the adherent variables were not significant in their
individual models, the Catholic and Evangelical adherent variable became significant in this all
denomination model (-.67 and -.75) while the Mainline Protestant adherent variable remained
insignificant; this model provides partial support for Hypothesis 3 given that the combined
standardized effect size of the significant adherent variables are associated with lower suicide
rates for U.S. Latino women (-19.7) than U.S. Latino men (-15.4). Moreover, the presence of
Latino single-headed households significantly lowers Latina suicide (-1.51). Poorer Latino
English-speaking ability (-1.97) is associated with lower suicide rates among U.S. Latino women
and a higher proportion of divorced Latinos in a county (Latino Divorced 11.27) is associated
with more Latino female suicides.
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Table 5

Negative Binomial Estimates Predicting Suicide in Each Latino Group in 1,419
Counties, 2010
Model 1

Model 2

Model 3

Urban

-.06

-.09

.16

Latino No High

-.34

-.29

.28

-.81*

-.82*

-.00
-1.39

Model 4

Model 5

Model 6

-.08

-.11*

.14

-.14

-.11

.50

-1.68**

-.59

-.59

-1.30*

-.00

-.00

-.00

-.00

-.00

-1.44

-.23

-1.59*

-1.62*

-.59

-.00***

-.00***

School
Latino Single Headed
Households
Latino Percent
Poverty
Latino
Unemployment
Latino Median

-.00***

-.00*** -7.04 x 10-6

-6.25 x 10-6

Income
Latino Median Age
Latinos Divorced
Latino English

.04***

.04***

.03*

.05***

.05***

.04**

5.70***

5.08***

11.45***

5.00***

4.38***

10.53***

-1.00***

-.92***

-1.72***

-1.21***

-1.13***

-2.06***

-----

-----

-----

-.80***

-.75***

-.88***

Ability
Religious
Homogeneity

***p≤.001, **p≤ .01, *p≤ .05.
Note: All models were run using Latino County Population as an exposure variable.

This table—Table 5—uses the same independent and control variables used above to
measure the impact of community support thesis’s integrative influence—here represented by the
homogeneity variable— on Latino suicide rates. Table 5 includes the religious homogeneity
models—used as proxy measure for social integration described in the community support
thesis— and includes 6 models examining, three models without the homogeneity variables and
three with homogeneity variables. Because the baseline models were described earlier, these
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results will describe religious homogeneity models for all U.S. Latino suicides, U.S. Latino male
suicides, and U.S. Latino female suicides. Religious homogeneity, or the amount of religious
sameness in a county, is significant for the combined model (All U.S. Latinos, Table 5, Model 4)
and for the U.S. Latino male (Table 5, Model 5) and U.S. Latino female models (Table 5, Model
6). Religious homogeneity is expected to reduce suicide and results show that more religious
homogeneity in a county is associated with lower suicide rates among all U.S. Latinos (-.80),
among male U.S. Latinos (-.75), and among female U.S. Latinos (-.88). Whether a county was
metropolitan or non-metropolitan (i.e. urban or rural) was only significant for the male model
(Model 2); this model found that counties characterized as rural (non-metropolitan) are
significantly associated with lower suicide rates (-.11). Latino single-headed households were
only significant for the female model (Model 3); Model 3 suggests that the presence of Latino
single-headed households is significantly associated with lower U.S. Latina suicide rates (-1.30).
Findings for Latino unemployment are only significant for the all U.S. Latinos model and
the male U.S. Latino model. Latino unemployment in a county is associated with lower U.S.
Latino suicide rates for all Latinos (-1.59) and for U.S. male Latinos (-1.62). The same is true for
Latino median income; increased income is associated with lower suicide rates for all U.S.
Latinos and male U.S. Latinos (-.00). English ability resulted in lower suicide rates in all three
models (-1.21, -1.13, -2.06). Lastly, the presence of older Latinos (.05, .05, .04) and divorced
Latinos (5.00, 4.38, 10.53) is associated with higher suicide rates in all three models.
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CHAPTER VI
DISCUSSION AND CONCLUSION
This research examines U.S. Latino county-level suicide using Durkheim’s historical
framework that established the relationship between religion and suicide. Since then,
approximately two other studies have examined the religion-suicide relationship among Latinos
living in the United States. These macro-level studies found that religious contextual variables do
significantly impact Latino suicide rates, Latinos born in the U.S. tend to benefit from any
religious presence or religious community regardless of the denomination, and foreign-born
Latinos only benefit from the presence of Catholic adherents and religious communities
characterized by Catholic Homogeneity (Barranco 2016; Barranco and Harris 2019).
Nevertheless, this research ignored how the makeup of religious contexts could influence suicide
differently for U.S. Latino men in comparison to U.S. Latino women. This study sought to
provide more support for prior research findings that established that religious contextual
variables significantly impact Latino suicide rates; this research aspired to determine whether
religious contextual variables significantly affect U.S. male and U.S. female Latino suicide rates.
Below, I discuss whether the findings support my hypotheses, then I discuss the implications of
the current findings.
My first hypothesis states that “If the community norms thesis is correct, the presence of
any religious adherents in U.S. Latino communities will be negatively associated with countylevel suicide rates for U.S. Latino men and U.S. Latino women.” My results suggest that the
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presence of any adherents is not significantly associated with lower county suicide rates when
examining both U.S. Latino men and women together (i.e., all Latino group not disaggregated by
gender). Table 2, Model 2 shows that the Proportion Religious Adherent variable is not
significant (-.13) meaning that the presence of adherents from any denomination is not associated
with lower U.S. Latino suicide rates in this examination. Further, only the Catholic only (. -49)
adherent model (Table 2, Model 3) and Proportion Catholic Adherent and Proportion
Evangelical Adherent (-.67 and-.40) in the combined adherent model (Table 2, Model 6) were
significant which supports prior assertions about Catholicism’s influence in Latino communities
while also demonstrating that Evangelical Protestantism also exerts some influence.
The second hypothesis asserts that “If the community support thesis is correct, religious
homogeneity in U.S. Latino communities will be negatively associated with county-level suicide
rates for U.S. Latino men and U.S. Latino women.” Study findings support this hypothesis and
show that religious homogeneity is significantly associated (-.80) with lower county suicide rates
for U.S. Latino men and women when examined as one group (i.e., all Latino group not
disaggregated by gender). Findings show that the variable “Religious Homogeneity” was
significant and negative in Table 5, Model 4 meaning that more religious similarity in a
community context results in less suicide for all Latinos.
The third hypothesis posits that “When testing the community norms thesis, I expect to
find the presence of any religious adherents in U.S. Latino communities to have a stronger
negative effect on U.S. Latino women’s suicide than U.S. Latino men’s suicide.” This hypothesis
is partially unsupported. The Proportion of Religious Adherent variable was not significant (-.14)
in the U.S. Latino women’s suicide rate model (Table 4, Model 2). However, Latina county
suicide rates were significantly lower in the presence of Catholic and Evangelical but not
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Mainline adherents at the county-level in the multiple denomination model (Table 4, Model 6).
Further, the standardized coefficients of the presence of Catholic and Evangelical adherents at
the county-level were also associated with lower suicide rates for U.S. Latino women (-19.7)
than U.S. Latino men (-15.4) which suggests that the presence of adherents from these two
denominations exercises a stronger negative effect on U.S. Latino women’s suicide than U.S.
Latino men’s suicide rates, but this effect is only significant when Catholic and Evangelical
adherents are both present.
The fourth and last hypothesis states that “When testing the community support thesis, I
expect to find religious homogeneity in U.S. Latino communities to have a stronger negative
effect on U.S. Latino men’s suicide than U.S. Latino women’s suicide.” Research results
demonstrate that this hypothesis is not supported given that religious homogeneity’s standardized
effect was stronger for Latinas meaning religious homogeneity resulted in lower suicide rates for
U.S. Latino women (-12.2) than U.S. Latino men (-10.5) contrary to expectations. Moreover,
religious homogeneity was associated with significantly lower suicide for all examined groups.
From these findings, I draw several implications.
First, this study supports prior findings that demonstrated religious context and Latino
suicide rates are significantly associated at the county-level (Barranco 2016). However, this
study expanded upon prior research by showing that religious contextual variables differently
impact suicide rates among U.S. Latino women and men. Situating these findings into a gender
theory framework, studies suggest that these differing gender outcomes may result from
gendered ways of doing religion.
Studies examining gendered religious performance and expression among adults living in
Christian nations find that Christian women tend to “do religion” in ways that are less dogmatic,
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more open, more accepting, and more inclusive while Christian men are more religiously
dogmatic, more exclusive, and less accepting of other religions and denominations. Given that
findings show that religious homogeneity, Catholic only models, and models with Catholic and
Evangelical adherents result in lower Latino male suicide rates while religious homogeneity and
the presence of Catholic and Evangelical religious adherents result in lower Latino women’s
suicide rates, it becomes evident that gender performance and gendered expression of religion may
influence whether the presence of Catholic adherents/co-religionists or presence of religious
individuals in general influence behavior. Further, the open, more inclusive way Christian women
do religion may explain why the presence of certain religious adherents/denominations and
religious homogeneity overall result in lower rates U.S. Latino women.
Overall, these findings support the notion that religious context should be considered
when studying macro-level county U.S. Latino suicide rates. Moreover, results suggest that
religious context should be included in studies aimed at establishing and inform effective
socioecological suicide preventions. These preventions also need to be gendered given that these
contextual variables are associated with lower U.S. Latino women’s suicide rates than U.S.
Latino men’s suicide rates.
Second, this study finds consistent support for the community support thesis. Religious
homogeneity, at its core a proxy for social integration, is the religious contextual variable that
most consistently impacts U.S. Latino suicide rates for all examined groups—all Latinos, U.S.
Latino men, and U.S. Latino women. Although the effect was larger for U.S. Latino women
(standardized model), U.S. Latino men were also impacted. This suggests that in places where
Latino suicide rates tends to be lower, the context is characterized by a uniformity in religious
affiliation and an increased presence of Catholic and Evangelical adherents.
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Thirdly, this study found less consistent support for the community norms thesis. When
religious adherence—a proxy for social regulation—was examined, county-level suicide rates
among all adult and U.S. Latino men were significantly lower in religious contexts with a
Catholic only religious adherent presence while all three groups saw lower suicide rates in the all
denomination models due to the significance of Catholic and Evangelical adherent presence.
U.S. Latino women had an overall larger reduction in suicide (Catholic + Evangelical
standardized coefficient values) in these models as well. Oddly, the presence of Mainline
Protestants did not play a significant role for U.S. Latino suicide in general which may be a
function of the fact that a small percentage of Latinos living in the U.S. identify as Mainline
Protestant (Pew 2007). These findings suggest that the presence of Catholic adherents impacts
Latino men’s and all Latino suicide in ways similar to those explicated in Durkheim’s pivotal
work. Even so, the presence of both Catholicism and Evangelical Protestantism together result in
lower suicide rates for all groups, but mostly for Latino women. These results suggest that an
interaction between these variables may exist which suggests that suicide rates among U.S.
Latinos benefit from the presence of both of these denominations because both denominations
may exert a regulatory effect on U.S. Latinos; this regulatory effect being most apparent when
examining U.S. Latino women’s suicide rates.
Overall, this analysis demonstrates that both the community support thesis and the
community norms thesis provide some explanation for the presence of adult U.S. Latino male and
female suicides at the county-level. These findings are in-line with previous research which
claims that social regulation and social integration within a religious community context should
result in less adult U.S. Latino and Latina suicide at the county-level. Even so, this study was

74

performed using data that are approximately 10 years old which suggests that religious contexts
may currently impact suicide in ways that differ from those found in this study.
Currently, most of the world is struggling to cope with the global pandemic. Most
notably, individuals are engaging in behaviors meant to preserve physical health and dampen the
spread of the novel virus. Nevertheless, these behaviors (e.g., maintaining a physical distance of
6-feet between you and others in public, not attending public, large group gatherings, and
working from home without much interaction with individuals that live outside of one’s
household) have arguably increased social isolation and social disconnection. Further, these
effects of the global pandemic and the subsequent lockdown have disproportionately impacted
race/ethnic minorities, those already experiencing socioeconomic disadvantage, and those with
chronic pre-existing mental disorders and/or physical illnesses. In light of these occurrences, I
expect suicide rates to increase. Moreover, I expect suicide rates to see a disproportionate
increase in communities containing individuals belonging to groups listed above given that social
integration most consistently predicts lower suicide rates and religiously homogeneous social
contexts cannot provide social support in person (Iob, Steptoe, and Fancourt 2020; Wasserman et
al. 2020). Research using present data will need to consider how the global pandemic influences
the relationship between religious context and suicide rates given that the Covid-19 pandemic
has been found to decrease access to social support and protective effects of social integration
more generally (Iob, Steptoe, and Fancourt 2020; Wasserman, Iosue, Wuestefeld, and Carli
2020).
This study can be improved upon by future research in several ways. For instance, when
further examining these findings, it becomes clear that adult U.S. Latino women may benefit
more from some religious contexts. Though this macro-level examination cannot explain why
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these differences are present, future research should seek to determine what underlying cultural
factors are associated with differences in contextual impact on U.S. Latino suicide. Perhaps
future studies should attempt to examine the religion-suicide relationship at multiple levels of
analysis, which would allow the introduction of micro-level behaviors like “doing religion”. This
may help to better discern how gender performance (doing gender) and gender at other levels of
analysis influence U.S. Latino men and U.S. Latino women’s suicide rates. Additionally, future
studies should further examine which other characteristics of societies and contexts are
associated with higher Latino suicide rates.
This study is not without limitations. Because the Latino sample only included counties
with a minimum or 1,000 Latinos, the full extent of U.S. Latino suicide is not represented in this
research. To ensure that analysis outcomes do not vastly differ from analysis that would include
the entire U.S. Latino population surveyed by the ACS, future studies should reproduce this
study using all U.S. counties with any number of Latinos. Additionally and most importantly,
this study’s data do not state the religious affiliation of U.S. Latinos meaning this research
cannot determine whether each Latino that committed suicide belonged to a specific
denomination which limits the ability to determine whether a Latino resides in a community
context that reflects their own religious leanings. Lastly, given that the U.S. Latino population is
very young, not including U.S. Latinos under the age of 18 prevents the examination of countylevel suicide rates for Latino teens considering that suicide is also a leading cause of death
among younger age groups as well.
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APPENDIX A
HOMOGENEITY SCORE CALCULATION
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Homogeneity or entropy score calculation according to (Ulmer and Harris, 2013; 640):
Where, πm is the proportion of people adhering to religious group m (e.g., proportion Catholic)
and M is the total number of religious groups. “E” has a maximum value of 1 when a county has
no diversity and is composed entirely of one racial/ethnic group and a minimum value of 0 when
each religious group is equally represented. Religious homogeneity scores were divided by their
maximum values to impose a range of 0 to 1.
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APPENDIX B
STANDARDIZED COEFFICIENTS FOR TABLE 6
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Table 6

Standardized Negative Binomial Estimates Predicting Suicide in Latino Groups in
Counties
All

Latino

Latinos

Men

Latinas

All Latinos

Latino

Latinas

Men

Urban

-3.7

-5.0*

7.2

-3.9

-5.2*

7.2

Latino No High

-1.4

-1.0

5.4

-1.2

-1.0

4.5

-4.2

-3.7

-12.0*

-4.8

-4.8

-10.4*

-3.3

-3.0

-2.3

-2.0

-1.8

-0.5

-6.1*

-6.2*

-4.0

-5.6*

-5.7*

-2.1

-17.6***

-18.7***

-8.4

-17.2***

-18.5***

-7.1

Latino Median Age

17.0***

18.0***

9.8

17.9***

18.0***

13.6**

Latinos Divorced

20.6***

17.5***

50.3***

19.8***

17.2***

46.3***

-13.4***

-13.0***

-21.0***

-13.5***

-12.7***

-21.9***

-----

-----

-----

-11.1***

-10.5***

-12.2***

-8.9***

-9.6***

-8.9*

-----

-----

-----

-4.6

-4.5

-6.4

-----

-----

-----

-5.9*

-5.8*

-10.8*

-----

-----

-----

School
Latino Single
Headed Households
Latino Percent
Poverty
Latino
Unemployment
Latino Median
Income

Latino English
Ability
Religious
Homogeneity
Proportion Catholic
Adherent
Proportion Mainline
Protestant Adherent
Proportion
Evangelical Adherent

***p≤.001, **p≤ .01, *p≤ .05.
Note: All models were run using Latino County Population as an exposure variable.
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